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“Therefore, more than in any other disease, it is necessary in the 
treatment of an individual patient with syphilis to follow a thera- 
peutic regimen which, after long-term study in large series of 
patients, has been established as satisfactory for the particular 
type of syphilis under consideration.”* 


long-term study 


more than a decade of clinical evaluation. 


large series of patients 


over two hundred million injections already administered. 


satisfactory 


high therapeutic effectiveness with notable safety in causing dis- 
appearance of spirochetes, healing of lesions and reversal of sero- 
positivity in a large percentage of cases. 


MAPHARSEN (oxophenarsine hydrochloride, P. D. & Co.) is supplied in 
single dose ampoules of 0.04 Gm. and 0.06 Gm., boxes of 10, and in mul- 
tiple dose ampoules of 0.6 Gm. in boxes of 10. 


*Cecil, R. A.: A Textbook of Medicine. Philadelphia, W. B. Saunders Co., 1947, p. 376. 
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elayed diagnosis 


is enemy number one of 


DIABETICS 


A million or more diabetics are undetected and untreated. But only about 
55,000 new eases are being discovered each year in the course of insurance 
examinations and routine checkups. Early diagnosis and prompt treatment 
give the physician his best opportunity to ameliorate the disease 
and to avert or delay its complications. 


An urgent problem 


How shall the unknown diabetic be detected and directed to the 
doctor’s office for diagnosis and proper treatment? 


An important answer 


a quick home screening test that brings Sel f tester 
those with glycosuria to you for diagnosis ‘ieionel 
sugar in urine 


The Ames Selftester for detection of sugar in urine is approved 2 cusstase (arced) 1% 


by the Council of the American Diabetes Association. It is a 
simple, reliable screening test to establish the presence or 


absence of urine-sugar and “refer” those with glycosuria 


ELKHART, INDIANA USA 


to you for diagnosis. 


The directions state: 


+ The Selftester does not diagnose diabetes or any other disease. Its 
sole function is the detection of sugar (glucose) or sugar-like substances. 

- If reaction is positive, see your doctor at once. Sugar in your urine 
does not necessarily mean you have diabetes (nor does a negative result def- 
initely exclude the presence of disease). But only your doctor, by medical exam- 
ination and by additional laboratory tests, can tell you why you show sugar. 

+ Wilkerson, H. L. C. and Krall, L. P.: Diabetes in a New England Town, 
Journal of the American Medical Association, 135:209 (Sept. 27) 1947, 
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IN HAY FEVER 


HIGH 
Antihistaminic 
Potency 


HIGH 
Index of Safety 


Hin antihistaminic potency, com- 
bined with a high index of safety and a 
relatively low incidence of side effects, 
recommend Neo-Antergan* for prompt, 
safe, symptomatic relief in hay fever 
and other allergic manifestations. ' 
In a recent clinical study! in which 
several leading antihistaminic com- 
pounds were employed, Neo-Antergan 
was found to have little or no sedative 
effect in the majority of patients, and 
= became the favorite medication of am- 
a Sane bulatory patients who were treated with 
SS more than one antihistaminic agent. 


*Neo-Antergan is the registered trade-mark of 
stocks Neo-Antergan Maleate Merck & Co., Inc. for its brand of pyranisamine. 


_ in 25 mg. and 50 mg. tablets, 1. Brewster, J. M., U.S. Naval Med. Bull. 49: 1-11, 
supplied in packages of 100 and 1,000. Jaauary-February 1949 


MALEAT 
(Brand of Pyranisamine Maleate) 
maleate} 
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LABORATORIES 


CLINICAL PATHOLOGY 
PATHOLOGIC ANATOMY 


DUNCAN LABORATORIES 


bstattished 1924 


909 Argyle Bldg. KANSAS CITY 6, MO. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 


MAURICE L. JONES, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 
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YOU MAY RELY on the mer- 
chants in your community 

Camp Scientific Supports 
are never sold by door-to- 
door canvassers. Prices are 
always based on intrinsic 
valve. 


CA(AP 


FOR ALL BASIC 


Mews 


Prenatal - Orthopedic . 
Postoperative Lumbosacral 
Postnatal Sacro-lliac 
Pendulous Abdomen Dorsolumbar 
Breast Conditions Visceroptosis 
Hernia Nephroptosis 


@ Developed and improved over four decades of 
close cooperation with the profession, basic CAMP 
designs for all basic scientific support needs have. long 
earned the confidence of physicians and surgeons here 
and abroad. All incorporate the unique CAMP system 
of adjustment. Regular technical and ethical training 
of CAMP fitters insures precise and conscientious 
attention to your recommendations at moderate prices. 


If you do not have a copy of the latest CAMP “REF- 
ERENCE BOOK FOR PHYSICIANS AND SURGEONS,” 
it will be sent on request. 


S$. H. CAMP and COMPANY, Jackson, Michigan 
World’s Largest Manufacturers of Scientific Supports 
New York ¢ Chicago ¢ Windsor, Ontario ¢ London, England 


at Communities throughout the nation will 
k the 11th annual observance of NATIONAL 
POSTURE WEEK October 17 to 22 as the year’s 
leading event in public health education. These 
two heavily illustrated booklets on posture, 
prepared especially for by 
sicians to their patients, have been widely 
approved by the profession. Their titles: ‘The 


Human Back .. . its relationship to Posture and 
Health” and “Blue Prints for 
Ask for the quantity you neéd o r letter 


head. SAMUEL HIGBY CAMP INS FOR 
BETTER PO: URE, Empire State New 

ork 1, N. Founded by S. H. Camp and 
Company, Mich. 
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Mrs. Sippet’s restricted diet is somewhat 


lacking in essential nutrients. Through 


no fault of her own, she becomes 


sibling to the food faddist and first 


cousin to the hurrier, the worrier, the 


excessive smoker and toper. Their faulty 


or inadequate diets are a telling cause 


behind today’s widespread prevalence 


of subclinical vitamin deficiencies. 


In all of these cases, can newly pre- 


scribed eating habits carry the full 


brunt of the therapy? Isn’t 


it wise to make use of the 


aid and assurance which 


vitamin supplementation 


can provide? 


For your prescribing 


convenience, there’s an 


Abbott vitamin product to 


serve nearly every vitamin 


need—for supplementary or therapeutic 


levels of dosage, for oral or parenteral 


administration. Your pharmacist can 


supply Abbott vitamin products in a gnnrt y\ik 


variety of forms and package sizes. 


Abbott Laboratories, North Chicago, Ill. 
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THE X-RAY EQUIPMENT 
YOU WANT 


To meet the extraordinary demand of radiologists, specialists and hospital 
administrators for this popular unit, production at KELEKET has been concen- 
trated on the KXP 100MA Combination. The result . . . orders for this complete 
radiographic-fluoroscopic unit are now being shipped two weeks from receipt. 


For the equipment you need NOW get this combination. It has unusual 
capacity .. . for chest fluoroscopy and radiography, genito-urinary and gastro- 
intestinal work, spot film technique and superficial therapy. 


Telephone or Write for Complete Details 


COUFAL-KELEKET X-RAY 


1212 WEST MURDOCK WICHITA 3, KANSAS 
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Essential 
food 


factors 


Several decades ago, vitamins, 
minerals, and other noncaloric but use- 
ful components of the diet were known 
as “‘accessory food factors.” Today, it 
is recognized that these accessory factors 
are in fact essential factors. 
Hypernutrition aids the recovery proc- 
ess and tends to hasten tissue repair. 
Vitamin A, vitamin D, thiamine (B,), 
riboflavin (Bz), niacinamide, ascorbic 
acid (C) and folic acid have enjoyed 
wide usage for convalescent and repar- 
ative states, 


Lederle has consistently advocated such 
use of the vitamins. 


LABORATORIES DIVISION 


AMERICAN 


30 ROCKEFELLER PLAZA 
NEW YORK 20, N.Y. 
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Daricrat 


More and more 
doctors are prescribing 
Daricraft Homogenized 

Evaporated Milk 
for babies ... and fer 

convalescent diets 


Always uniform in quality, safe, steri- 
lized, high in food value and minerals. 
Contains 400 U.S. P. units Vitamin D 
per pint of Daricraft. Easily digested. 


FOR convenienct 
ECONOMY 
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Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technique, 
Two Weeks, starting September 26, October 24, 
November 28. 

Surgical Technique, Surgical Anatomy & Clinical 
Surgery, Four Weeks, starting September 12, Oc. 
tober 10, November 7. 

Surgical Anatomy & Clinical Surgery, Two Weeks, 
starting September 26, October 24, November 21, 

Surgery red Colon & Rectum, One Week, Starting Oc- 
tober 10, November 28. 

ae Surgery, One Week, starting October 10. 

Thorac.c Surgery, One Week, starting October 3. 

Breast & Thyroid Surgery, One Week, starting Oc- 
tober 10. 

——- & Traumatic Surgery, Two Weeks, siarting 


October 3. 
GYNECOLOGY—Intensive Course, Two Weeks, start- 
ing September 26, October 24 
bie ny Approach to Pelvic Surgery, One Week, start- 
eptember 19, November 7. 
OBSTE Ri S—Intensive Course, Two Weeks, starting 
September 12, November 7. 
MEDICINE—Intensive General Course, Two Weeks, 
starting October 3. 
Gastroenterology, Two Weeks, starting October ?.. 
Gastroscopy, Two Weeks, starting September 26, 


October 24. 
DERMATOLOGY—Formal Course, Two Weeks, start- 
ing October 24. Informal Clinical Course every 


two weeks. 
ROENTGENOLOGY — Dinaniae & Lecture Course 
First Monday of a 
Course Third Monday of every month. 
X-Ray Therapy every two weeks. 
UROLOGY—Intensive Course, Two Weeks, 
September 26. 
Ten ad Practical Course in Cystoscopy every two 
wee 


Starting 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
staat OF MEDICINE, SURGERY AND THE SPECIALTIES 
CHING FACULTY—ATTENDING STAFF OF 
COOK COUNTY HOSPITAL 
Address: Registrar, 427 South Honore Street, Chicago 12, Ill. 


ACCIDENT + HOSPITAL + SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


COME FROM 


$8.00 
Quarterly 
$16.00 
Quarterly 
$24.00 


Quarterly 


$5,000 accidental death 
$25.00 weekly indemnity, accident and sickness 
$10,000.00 accidental death 

$50.00 weekly indemnity, accident and sickness 
$15,000.00 accidental death 

$75.00 weekly indemnity, accident and sickness 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, accident and sickness Quarterly 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN. ALSO 
HOSPITAL EXPENSE FOR MEMBERS WIVES AND CHILDREN 


85c out of each $1.00 gross income used 
for members’ benefits 
$3,700,000.00 $15,700,000.00 


Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
protection of our members 
Disability need br 8 be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
47 years under the same management 


400 FIRST NATIONAL BANK BLDG., OMAHA 2, NEBRASKA 
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Untreated menopause. Epithelial 
cells are relatively small, large nuclei 
predominate; bacteria, leukocytes, 
free-floating nuclei and other debris 
cloud the smear picture. 


Smears showing 

progressive im- 

provement dur- 
ing estrogen treatment. The pic- 
ture is poaianing to clear. The 
cells are enlarging and becoming 
more discrete. 


Smear showing effects of 
full estrogen replacement. 
The smear isclean and free 
of leukocytes indicating resto- 
fog of a normal vaginal epi- 
um. 


C0 N F STR ® For action with little or no side action in control of menopause and 
0 | certain other ovarian disorders. 

a CONESTRON, a complex of estrone, estradiol, equilin, equilenin and 
hippulin in the physiological conjugate obtained from the pregnant 
mare, supplies estrogens from natural sources, in the original, orally 
active form. 

Conestron therapy produces a sense of well-being and is almost 
completely devoid of side reactions. Given in small, frequent, oral doses, 
Conestron permits a more uniform rate of absorption and maintains an 
effective level of blood estrogens. 

Tablets of 0.625 and 1.25 mg., expressed as estrone sulfate. Bottles 
of 100 and 1000. 
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SANDOZ CHEMICAL RESEARCH HAS DEVELOPED. 
MANY NEW MEDICINALS 


Following full pharmacological study, substances showing promise of 
therapeutic value are subjected to extensive clinical investigation. 


Representative of the many Sandoz “FIRSTS" IN THERAPEUTICS ARE: 
GYNERGEN?® Cergotamine tartrate): specific for migraine headache 


DIGILANID® (ianatosides A,B&C): cardiac glycosides of D. lanata 


SCILLAREN® pure cardiac glycosides of squill 


SANDOZ 


Every Sandoz product is uniform in purity 
and potency, assuring dependability of action. 


SANDOZ PHARMACEUTICALS 
Division of SANDOZ CHEMICAL WORKS, INC, 
NEW YORK 14,N.Y.eCHICAGO 6, ILL.“SAN FRANCISCO 8, CAL. 


Originality Elegance+ Perfection 


SURGICAL 
pice For Eye, Ear, Nose, and Throat Patients es 
Knowing that the specialist is confronted daily 
sisreneteseeed with the problem of performing minor or emer- ‘4 
sietecneeed gency operations without the facilities of a “4 
siete hospital operating room, AO makes available 8 
sececeteees this versatile surgical chair for handling such 3 
cases in the doctor's office. 
ADJUSTABLE TO ANY POSITION— 
SITTING OR RECLINING 4 


Designed specifically for the eye, ear, nose, 
and throat specialist, chair comes with or with- 
out adjustable porcelain cuspidor. Choice of 
six colors: Grained Mahogany, Grained Walnut, 
Ivory Tan, White, Grey, and Neptune Green. 
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if she is one 


e 
of your patients eee The farm housewife whose work is truly never done may 
find that the distressing symptoms of the climacteric make 
the smallest chore an arduous project. She depends on 
your help to resume normal efficiency in the performance of 
her daily tasks as well as to maintain a positive outlook during 
this trying period. F 
“Premarin” offers a solution. Many thousand physicians prescribe 
' this naturally-occurring, oral estrogen because... 


1. Prompt symptomatic improvement usually follows therapy. 


2. Untoward side-effects are seldom noted. 


3. The sense of well-being so frequently imparted tends to quickly restore 
the patient's confidence and normal efficiency. 


4. This ‘“‘Plus’’ (the sense of well-being enjoyed by the patient) is conducive to 
a highly satisfactory patient-doctor relationship. 


5. Four potencies permit flexibility of dosage: 2.5 mg., 1.25 mg., 0.625 mg., and 0.3 
mg. tablets; also in liquid form, 0.625 mg. in each 4 cc. (1 teaspoonful). 


ee 99 
While sodium estrone sulfate is the principal estrogen 
in “Premarin,” other equine estrogens...estradiol, 
equilin, equilenin, hippulin...are probably also pres- peanes 5 
ent in varying amounts as water-soluble conjugates. ag 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
also known as CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 East 40th Street, New York 16, New York 
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THE COYNE CAMPBELL SANITARIUM, INC. 
Northeast 23rd and Spencer Road Phone 4-8405 
OKLAHOMA CITY, OKLAHOMA 


ESTABLISHED IN 1939 
for treatment of 


NERVOUS AND MENTAL DISORDERS 


Coyne H. Campbell, M.D., F.A.C.P., F.A.A.P. James Snyder, M.D. 
Harold G. Sleeper, M.D. Irene Jennings, R.N., Supervisor 
J. H. Barthold, Business Manager 


ED [EDICAL AL PROTECTIVE) Company: 


-Forr WAYNE: INDIANA. 


TOPEKA Office: J. E. McCurdy, Representative, 1160 College Avenue, Telephone 2-3027 
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THE KOROMEX JELLY 
REFILLABLE UNIT 


A 
for home “Se ang ideq for *raVeling, It ontain, 
two regular Size tubes of Korome, Jelly Which 
Fest in individues Korome, 
Storeg in the MGeniousiy “"Structey 
©Over "nd Korome, Measureg 
Dose Plunge, APPlicato, that rests Securely on 
its Own rack, 
Where Pregnancy is recom. 
Mend the “Omplete Korome, Jelly Refillabi. 
Unit your Women Patiens, 
For those °F you, Patiens, Who "equire a slighty 
tore 'Gining tube, of Korome, Cream insteag of 
ICE of PHYSIClANs» 
is ACETare 0.0295, IN Or CREAM BASES 
COMPANY INC., 145 4UDSon STREET, ey, 
MERLE YOUNGs , PRESIDEN, 
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Don't trust to luck— 


use 
QUINTON-DUFFENS 


accurate 


prescription service 


INDEPEYDENT 


COMPANY 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 
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PENICILLIN-S | 


TrocnEs 


Penicillin Products for Every Indication 


Whether you prescribe a troche, tablet, suppository, 
ampoule, ointment, or ophthalmic ointment, a 
dependable Lilly penicillin product is available. 
Various sizes and strengths are offered for every 
indication. The Lilly penicillin product of your selection 
may be easily obtained from your retail or hospital 
pharmacist. Depend upon him to serve you. 


Gitty 


EL! LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A, 
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of 
ry 
Wi 


A 15” x 12” reproduction of this ill 
by Andrew Loomis is available upon request 


DIAGNOSIS: PNEUMONIA 


The word “pneumonia” once had a dreadful ring. Small 
wonder, for a little more than a decade ago pneumonia ranked 
third as a leading cause of death. In rapid succession appeared 
type-specific serums, sulfonamides, and penicillin, which 
enabled physicians to halt this fearful toll almost in its tracks. 
Today, pneumonia as a cause of death has dropped to eighth 
place and is still losing ground. 

Penicillin, the most potent foe of the pneumococcus, was 
discovered and named by a physician-bacteriologist. Its 
source was identified by a mycologist. Problems of production 
and purification were solved by chemists and biologists. The 
names of Fleming, Florey, Chain, and others are justifiably 
featured in the dramatic story, but the supporting cast was 
legion. Lilly, now one of the world’s largest producers of 
penicillin, has contributed extensively. As further advances 
take place in the field of antibiotics, practical dosage forms 
will be made available to medical practitioners everywhere. 


Pity 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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The Physical Examination * 
Henry M. Winans, M.D. 


Dallas, Texas 


When I was assigned this topic by your program 
chairman there were no restrictions imposed in re- 
gard to what direction the discussion might take. 
Having been allowed this dangerous amount of lee- 
way I am going to take an attitude which I fear 
some may consider to be iconoclastic if not actually 
subversive. 

I am not going to discuss the matter of a routine 
physical examination made in the course of ordi- 
nary diagnostic procedures, although this topic can 
be made a very interesting one as all of you who 
have read Waring’s! recent paper on the subject 
will agree. Instead I wish to consider the annual or 
semiannual so-called health examination. We are 
advised by insurance companies and frequently by 
our own medical societies to have routine and reg- 
ular examinations and to impress the necessity for 
this upon our patients. It seems to me that we might 
well consider what are the aims involved, how nearly 
do we achieve the goal, and what if any are the 
limitations which are placed upon us. 


I take it that the aim of the physical examination 
is threefold: 


1. To detect the presence of serious organic dis- 
ease. 
2. To recognize diseases which are in their in- 


cipiency and which are therefore presumably rem- 
ediable. 


> 


3. With the physical examination as a basis, to 
advise the patient in regard to his hygiene in such a 
way as to keep him in good health. 

If these aims be clear and fully stated certainly one 
could have no quarrel with them and indeed they 
represent the highest goal of the medical profession. 
But before we become self-congratulatory over this 
matter I think we should appraise as carefully as 
possible whether we actually approach their con- 
summation and attainment. To do this it might be 


* Presented at the 89th annual session, Kansas Medical Society, 
Wichita, Kansas, May 10-13, 1948. : 


well to consider what is in the mind of the patient 
who comes in for an annual check-up. 


Since the decision to have an examination is vol- 
untary and not dictated by the emergency of illness 
the patient first of all expects that the cost of such 
an examination will not be too great. Exactly what 
charge he may have in mind I suppose varies with 
his economic status and the locality in which he 
lives but a general idea has already been given to 
most of them by insurance companies who ordinarily 
pay five dollars and it is natural for the patient to 
suppose that if an insurance company will assume 
the risk of several thousand dollars upon his life 
after a five dollar examination, the physician could 
well hazard an opinion and give advice for the same 
amount. He is not aware, of course, that when he 
is examined for insurance he becomes a part of 
statistics in which a relatively few observations re- 
garding his physical condition place him in a cate- 
gory where the risk of undetected disease is diluted 
by many thousands. 


Nevertheless there is some sum only a few mul- 


‘ tiples of this five dollars which the patient is will- 


ing to pay. We cannot alter this fact and in con- 
sidering how far the annual physical examination 
may go we are obliged to be limited by the financial 
bounds. The effect of this limitation will be dis- 
cussed later. 

The patient also has the expectation that if he 
has such conditions as brain tumor, tuberculosis, or 
cancer of various organs in the body, these will be 
uncovered by the routine examination, and finally 
he also expects that if there is any disease in its in- 
cipiency, be it anemia, hypertension, or nephritis, 
this too will be discovered and that he will be given 
appropriate advice to prevent such development. 
When we accept, therefore, the patient for a routine 
physical check-up we also accept the responsibility 
for all of this, namely that the examination will be 
conducted at a reasonable cost, that we shall detect 
any and all physical impairments, and that we shall 


: 
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be able to advise the patient in such a way as to 
protect him against the development of all but the 
most accidental disease until at least the time of the 
next examination. 

Recently, due to magazine publicity, an increasing 
number of patients have been presenting themselves 
for examination particularly for the detection of 
cancer. Certainly we can have no quarrel with this 
but if the patient has no symptoms and no findings 
at the time of examination we are faced with a very 
serious problem. 

To what extent this involves us in the necessity 
for the most prolonged and searching investigation 
may be shown by the consideration of a single dis- 
ease, namely cancer of the stomach. It is well known 
that in only a few cases is this condition recognized 
sufficiently early to allow for surgical cure. This 
does not arise because of any perversity on the part 
of the patient, or even lack of knowledge on the 
part of the physician, but simply because the onset 
is insidious and there are actually no early symptoms 
or physical findings. So well is this recognized that 
the suggestion has been made that all individuals 
after a certain age should have x-ray studies of the 
gastrointestinal tract at regular and frequent inter- 
vals. 

It immediately becomes apparent that for this one 
thing alone a physical examination must include 
gastrointestinal x-rays, and since what is true about 
cancer of the stomach is also true of cancer else- 
where in the digestive tract and in the lung and 
kidneys as well, the x-ray studies must be extended 
to include them. I give this as an example not to 
reduce the matter to absurdity but merely to bring 
up one of the primary difficulties, and it should be 
readily admitted that the skillful clinician apprais- 
ing the symptoms properly and perhaps finding 
anemia or occult blood in the stools will be able to 
decide upon the necessity of x-ray studies but still 
will not be able to be absolutely sure that cancer in 
an early stage does not exist. 


Now as regards a condition which may be in its 
early stage and for which the patient expects advice 
for the purpose of preventing further development, 
it might be of value to consider hypertension. The 
presence of this condition is readily detected by the 
use of the sphygmomanometer, and let us suppose 
that the patient presenting himself for examination 
shows moderate hypertension. What is our attitude 
to be in regard to that? At the present time we do 
not know the cause for essential hypertension al- 
though we are perhaps on the threshold of im- 
portant discoveries. 

There are, however, three conditions which may 
produce hypertension not based upon nephritis; 
these are, adrenal tumor, coarctation of the aorta, 
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and the so-called Goldblatt kidney. Coarctation of 
the aorta may ordinarily be recognized by the sim- 
ple expedient of taking the blood pressure in the 
legs as well as in the arms, but the Goldblatt kidney 
requires the services of the urologist and the roent- 
genologist for its detection, and the diagnosis of an 
adrenal tumor leads into very much more extended 
fields of endeavor. Yet the patient with early or 
even later hypertension deserves a consideration of 
these causes, however extensive the investigation 
may have to be. 


Furthermore, if none of these causes is present 
we have, by detecting the hypertension, obligated 
ourselves for years to come for if the patient reaches 
the end stage of arterial degeneration or cardiac fail- 
ure or cerebral thrombosis or hemorrhage he may 
well look back and wonder why something was not 
done to prevent all of this when the hypertension 
was first discovered. 


One more example may serve to light the diffi- 
culties with which the health examination deals. 
Recently I attended a forty-six year old man with 
posterior myocardial infarction. This patient had 
been examined some two months previously by one 
of the most competent local internists. The exam- 
ination had been more than casual for the patient's 
eyegrounds had been studied, x-ray studies had 
been made of the chest, and an electrocardiogram 
taken. At the time of the examination there was 
no reason to believe that the patient was in any 
danger whatever from myocardial infarction. It was 
a matter of great difficulty, however, to explain to 
the patient and his family how he could have been 
told two months previously that he was in perfect 
condition and yet now be suffering from a serious 
and disabling disease. The situation was the fault of 
neither the doctor nor the patient but arose be- 
cause of the implied protection against the future 
which the examination seemed to give. Instances 
such as this could be multiplied and I am sure that 
almost every one here could supply several such ex- 
amples. 


The question of cost to the patient might be con- 
sidered. In many instances the patient comes as 
has been noted with a preconceived idea as to what 
the charge for this service should be. Considering 
the many avenues into which the investigation is 
apt to be directed it is impossible to set a routine 
charge for this attention. It is best to defer a dis- 
cussion of the cost until a case history has been 
taken. The problems which then seem to need look- 
ing into should be noted and an approximate cost 
of the studies arrived at. The patient should then 
be informed of the number and nature of special 
studies to be undertaken. It is a peculiarity of the 
physician that he hesitates to tell the patient that 
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nothing is wrong. Furthermore the patient himself 
is much more willing to pay for positive findings 
than for the reassurance of negative ones. A dis- 
cussion of the charges in advance will prevent him 
from making a statement which most of us have 
heard more than once and which goes something 
like this: “I went to see the doctor just to find out 
if anything was wrong with me. He didn’t find 
anything but sent me a terrible bill.” 


The question of periodicity of the examination 
also deserves some consideration. Is it possible to 
say that a health examination should be conducted 
annually or semiannually? Certainly not if we ex- 
pect that the examination will detect disease in its 
early stages for even the passage of a month may 
allow many conditions to go beyond a remediable 
stage. In this regard it would be much safer for the 
physician to take the opportunity of examining the 
patient carefully whenever he presents himself, no 
matter how minor the complaint. If this is done, 
not only is the patient impressed by the thorough- 
ness of his medical attendant but such an examina- 
tion is conducted without the handicaps inherent 
in the routine health examination. 


The dilemma in which the medical profession 
finds itself, therefore, is that when a patient pre- 
sents himself for a health examination it must be 
decided whether an extensive and expensive pro- 
gram will be embarked upon, one which in reality 
can still not guarantee to the patient that he does 
not have some serious disease in its incipiency, and 
much less that he will not in the next few months 
develop such a condition, or whether to give a 
standard type of routine physical examination with 
only perhaps a blood count and examination of the 
urine. 


It would seem apparent that the first course can- 
not be followed because of the expense and the im- 
possibility of attaining the ultimate goal of the ex- 
amination. That leaves the second expedient and 
the question in regard to that is whether we should 
make any effort whatever to have our patients un- 
dergo a regular examination. It is impossible to 
answer this in the negative because all physicians are 
doing just this and they could not very well say to 
the patient, “Since there are so many difficulties in 
the way, we will not examine you at all unless you 
have some actual illness or complaint.” Furthermore 
there are many remediable conditions of which the 
patient may be unaware and which the examination 


will bring to light, and the check-up is therefore of 
value for that reason alone. 

On the other hand, for the sake of our own stand- 
ing and protection, a better understanding ought to 
exist between the patient and the doctor in regard 
to just what such an examination may accomplish. 
This might be done by giving to the patient, after 
his examination and conference in regard to the re- 
sults, a printed slip somewhat as follows: 

On such and such a date you were carefully ex- 
amined and the following conditions were found: 


You are advised to take the following measures: 


It is only fair to state that this condition is as of 
the above date. You cannot be promised that there 
may not have been some unrecognizable disease 
present in such an early form that it produced no 
symptoms or findings, and furthermore it is im- 
possible to promise that you may not develop some 
such condition in the following months. You are, 
therefore, advised to report promptly any change in 
your feelings or the development of any symptoms 
whatever which you did not have at the time of 
your examination. 

CONCLUSIONS 

The annual or semiarinual examination is of value 
but its limitations should be recognized by the phy- 
sician and especially so by the patient. 

There can be no standard charge for this type of 
examination. Instead the cost should be appraised 
after the physician has some idea of what may be 
necessary and a discussion of the charges for this 
should be had at that time. 

There are many involvements ‘which may be pres- 
ent in their incipiency at the time of the examina- 
tion which not even the most extended diagnostic 
procedures will uncover even if it were practicable 
from the standpoint of expense and number of spe- 
cialties involved to apply them. It would seem de- 
sirable to make these facts clear to the patient who 
presents himself for examination preferably by put- 
ting it into writing. 
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A Comparative Study of Neo-Natal Infant Mortality at 


St. Francis Hospital, Wichita, Kansas 
J. W. Dennis, M.D. 


New Britain, Connecticut 


The general practitioner as well as the specialist 
has been made conscious in recent years of the suc- 
cess won in the struggle against infant mortality in 
the United States. From statistical data compiled by 
governmental and concerned agencies, it is known 
that deaths under one year of life have deckined 
from 100/1000 births in 1915 to 54/1000 in 
1937.'4 There is a tendency to disregard the im- 
portant facts that in practically the same years deaths 
under one menth have dropped only from 44 to 
33/1000, and under 24 hours have remained con- 
stant at 15/1000.'® 

Determination of such rates has been a difficult 
problem, always limited by the absence of a standard 
system for study of infant deaths. Potter and Adair!¢ 
have deplored inaccurate and incomplete birth regis- 
tration practices, lack of uniform classification in re- 
laticn to age and weight, use of individual classifica- 
ticns, and inadequate post-mortem examination. An- 
other barrier is the failure to define terms. 

A few centers have attempted to avoid these ob- 
stacles by making analyses of their newborn ad- 
missions. Obstetrical or university hospitals gen- 
erally prepare this type of contribution. The purpose 
of this report is to present a summary of neo-natal 
infant mortality and causes of death in a private 
midwestern general hospital of 70 obstetrical beds. 
Included are autopsy ratios and figures on existing 
work contained in the literature. 


1942-46, there were 10,477 births and 470 in‘ant 
deaths. All were delivered by physicians, either 
specialist, family physician, or house officer. The 
service was covered by one resident and one intern, 
who commonly assisted at delivery. Over 95 per 
cent of cases were of the white race. 


In Table I mortality is listed on the national level 
and for the selected hospitals. Data from the Chicago 
Lying-In,? University of Pittsburgh,> and Hartford‘ 
hospitals were fitted into the survey for purposes of 
comparison. The tables and figures which appear 
below provide additional information from the same 
sources. Table I shows that all but one hospital cov- 
ezed a period of five or more years, and that in all 
there are large numbers of cases. All were located 
in cities of over 130,000 population. 


The study was not envisioned prior to 1947. At 
St. Francis, only term and pre-mature births are 
considered, including 21 readmissions. Any infant 
which may have died on the outside after dismissal 
is not included. Also excluded are fetuses expiring 
before the time of viability, such as abortions. The 
neo-natal period is set at one month, following the 
lead of Potter and Adair and the British Pediatric 
Association.° 

To clarify the terms “newborn,” “deadborn,” etc., 
liberty has been taken to divide infant deaths into 
those which are “liveborn” or “stillborn.” A .*!- 


Material birth is herein defined as any viable infant > = 
At St. Francis Hospital during the war years, no heart or rcspiratory action at delivers. 
TABLE I 
MORTALITY RATES 
Hospital TYPE No. of | TOTAL TOTAL MORTALITY 
YEARS | BIRTHS 
| 
Liveborn Stillborn Combined 
| | | 
# % # | % # % 
| | | | | 
NATIONAL | | |( Av. =3.26) | | 
| 70,000; 72900) 3.5 6-7.5 
| | 
CHICAGO LYING-IN OBSTETRICS 27927 2:04 614 2.25 | 1173 | 4.29 
1-4 
U. of PITTSBURGH UNIVERSITY 5 16,413 | 413 2.5 476 2.9 889 5.4 
(1939-43) 
| | | 
HARTFORD N.P.A. 1 | 4,243 | 76 | L.8 43 1.0 119 2.8 
(1942-43) 
| 
St. FRANCIS CHURCH 5 10,477} 260 2.48 210 2.0 470 4.48 
(1942-46) 


‘ 
— | 
_______—___ 
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Mortality Rates Figure 2 gives liveborn death per 1000 births. 

Those at St. Francis are shown in Table I to be Again, all hospitals are below the national average. 

2.48 per cent for liveborn, 2 per cent for stillborn, They are relatively the same in incidence and years 

and 4.48 per cent for both combined. In Figure 1 selected for study. 

these are compared to percentages nationally and at To reach the national average, one may postulate 

the other hospitals. Aii four hospitals are well under . (1) that there is a large group of births above the 

the national rates!?. 5. 12 in all categories, including average and (2) that the obstetrical, university, and 

large general hospitals are 

8% [_}- Livesorn not in this group. Births in 

Fig. | StiwBoRn smaller hospitals and _par- 

MontaLit, RAtES ComBineo Rates ticularly births in areas 

_ without hospitals may form 

this group. The mortality 

under one year of life was 

much lower in 1945, when 

79 per cent of infants were 

delivered in hospitals,’ than 

. in 1941, when only 60 per 

cent of infants were so de- 
livered.8 


In Figure 3, the annual 
mortality for liveborn fol- 
lows a gradual and irregular 
downward curve. There is 
less of a tendency for shift- 
ing among the stillborn. The 
largest number of deaths in 
a single month is nine in 
October, 1944, in a total of 
CHICAGO PittspurG  HARtFORD St. FRANCIS 224 births (monthly aver- 
age is 174). In the second 


LLLLLLLLLILLLLLLLL 


wn 


1%, 


VILILLLLLLLLLLLL1 


the low level (2.5 per cent) 
of the national range for 45; . 
liveborn deaths. Although Fit 2. 
stillbirths are low, the values yo. - lV 
may not be too significant, Pea 1000 Bigtys 
since the national summaries 
often contain unviable cases. 35, 
The states of Missouri and 
Maryland and the city of aL 
New York!¢ require report- 
ing of any product of con- 
ception, and these reports 25, poy 
go into national rates. 
Generally, the Chicago 
analysis has the somewhat 
better record. Stander® 


writes that three per cent is Pe 


4) 


144.0 


the expected mortality rate 
in a conducted obstetrical 
hospital. Thé low rates at 
Hartford raise the question 
of what special precautions 
or methods are employed, 
pre- and post-natally, which 


may be of use to others. PLACE NATIONAL CHICAGO PYLLSBURGH HARTFORD St. FRANCIS 


| 
1% 
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| 
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malformity is usually con- 
sidered a fourth.!E This pat- 
tern is proven by all four 
hospitals. 

It is evident that there is 
considerable variation of a 
particular cause and between 
leading causes from place to 
place. Prematurity is judged 
on body weight by some, 
and on the period of gesta- 
tion by others. It is some- 
times responsible for secon- 
dary injury, anoxia, and in- 
fection. Anoxia often be- 
comes a waste basket, al- 
though it rightfully includes 


LiveBoRN 
------- StitLBoRN 


1943 


44a 
half of 1946, there are 229 to 263 births per month. 
There are no seasonal tendencies. 


Figure 4 demonstrates by number the autopsy to- 
tals at St. Francis. Sufficient (43 per cent) were ob- 
tained to be of significance (see Table II). Autop- 
sies were performed in 81 per cent at Chicago and 
in 42 per cent at Hartford, so that the Chicago fig- 
ures are probably the most reliable. A study similar 
to that of Chicago, and having 90 per cent autopsy, 
has been made at the New York Lying-In Hospital.? 


Causes of Death 
These are compared to liveborn in Figure 5. The 
national breakdown (1936) did not enter into all 
causes. Syphilis and causes unknown or undiagnosed 
are not given: Differences in terminology, in neo- 
natal periods, and in geographic location do not fun- 
damentally invalidate the comparisons. 


It was necessary to adapt several terms to fit the 
figure. Focal pneumonia, septicemia, and enteritis 
are placed under “infections,” “atelectasis” is con- 
verted or added to “anoxia.” 

Birth injuries, asphyxia neonatorum, and condi- 
tions associated with prematurity are mentioned by 
Stander® as the major cause of death. Congenital 


TABLE II 
LIVEBORN: St. Francis Hosp., 1942-46; 10,477 births; 260 deaths; 
120 autopsies; 46% autopsy. 


Clinical Autopsy 

Cause of Death % # % # 
Primary Prematurity ......... 0 hf 36.6 44 
Congenital Malformations . or 33 19.1 23 
.2 16 9.1 11 
b 9 5.0 6 
9 2.5 2 
Erythroblastosis ............. 8 5.0 6 
Hemorrhagic Disease ......... 5 4 2.5 3 
Maternal Diabetes (*) ....... .0 0 0.8 1 


(*): 1 case. 


deaths from cord obstruc- 
tion, from qualitative 
changes in maternal blood, and from interference 
with oxygenation of fetal blood. So it appears that 
there is a wide discrepancy in standards of diagnosis. 


40. OF 
VE BOAN DEATHS 
55, -AUTOPSIE D Live BORN 
50. 5 
454 
35 
30 of 
a7 
204 
5 
\o- 
194a 1943 19yy 1945 
2t4R 


TABLE III 
STILLBORN: St. Francis Hosp., 1942-46; 10,477 births; 84 cases; 
autopsy only; autopsy 40%. 


Autopsy 

Cause of Death % = 
Congenital Malformations .....6.cccccececvesic 19.0 15 
Primary Prematurity 13 
Maceration ........ 13 
Erythroblastosis 9.5 8 
3.6 3 
Birth Injury ....... 2.4 2 
2.4- 2 
Maternal Pathology 2 


‘ 
FiG.3 
St. ERancis 
~ 
4 
ra 
2 * 4.0 9.0 
. 
~ 
= 
~ 
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The unexpectedly high incidence of “infection” 
at St. Francis is not readily explained. Most are 
bronchopneumonia. Syphilis is excluded. Sedation 
was widely used in the first stage and ether in the 
second stage of labor, but not more so than in the 
ordinary general hospital. 

The high Hartford incidence of malformations 
and the general low incidence of injuries as com- 
pared to the national level are striking. The reason 
for the low injury rate at St. Francis is not known. 
Divers delivery techniques, frequently with the aid 
of low forceps, were used. None of the cases are 
premature, whereas in other studies they might have 
been. 

“Hemorrhagic disease” was nowhere defined, held 
a broad meaning at St. Francis, and was used inter- 
changeably with “hemorrhagic disease of the new- 
born” but not with “erythroblastosis” by one author. 

Further analysis of death causes for liveborn at 
St. Francis is listed in Table II, after the method of 
Potter.!° It first gives the number of total births and 
deaths, then the individual causes in order of fre- 
quency (1) as based on clinical diagnosis, and (2) 
as based on corrected diagnosis folowing autopsy. 
On the whole, the order of occurrence is the same 
after autopsy, so that in general the clinical diag- 
nosis was reasonably accurate. 

The incidence also coincides with that throughout 
Kansas for 1945-46, where the major causes under 
one year of life were prematurity, congenital anom- 
aly, pneumonia and influenza, and birth injury. 

Atelectasis seems a weak diagnosis, since it is 
found so much at autopsy of newborn infants, and 
can be secondary to any other cause. In our cases, it 
is associated with anoxic circumstances as a rule. 


The causes in Figure 6 are restricted in value, 


50%, Livesonn-Mwor Causes of Dest 
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but do relate leading findings. They actually indi- 
cate how inadequate present knowledge of still- 
births is, and that high mortality rates (35/1000 in 
1940 nationally!>) go hand-in-hand with the in- 
adequacy. Anoxia here includes cases associated with 
maternal hemorrhage and difficult labor or delivery. 
St. Francis stillborn are tabulated in Table III. Only 
the cases brought to autopsy are reviewed. Anoxia is 
usually associated with difficult and/or prolonged 
second stage. Syphilis, when compared to the na- 
tional rate of eight per cent,!! is infrequent. Macera- 
tion is more responsible than at Chicago (11.9 per 
cent), but it is a finding that often may result from 
toxemia, anoxia, etc. Tox- 

emia was not charted as a 

9 NATIONAL diagnosis. 


CHICAGO Summary 
: 1. A study of tali 
CJ PittsBuRGH study of mortality 


rates and causes of infant 
HARtFORD death (over a five-year per- 
(0 St. FRANCIS iod) in a private hospital is 
presented. 

2. The report includes 
over 10,000 births and 470 
deaths, giving a mortality 
rate of 2.48 per cent for 
liveborn and 2.0 per cent 
for stillborn. 

3. Comparison is made 
with similar studies from 
3! the Chicago Lying-In, Uni- 
Toss HEMORRUAGIC versity of Pittsburgh, and 

Hartford Hospitals and from 
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national figures. In general, results paralleled those 
from the other hospitals, and were significantly bet- 
ter in all hospitals than nationally. 

4. Autopsy was performed in 43 per cent of all 
deaths, and tended to support the clinical diagnosis 
for liveborn causes of death. 

5. Major causes of neo-natal death were prema- 
turity, infection, and congenital malformations for 
liveborn, and anoxia for stillborn. 

6. Indication is made of the need for more re- 
liable mortality reporting, standardized terminology, 
and more complete autopsy confirmation. 
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Diagnosis of Vaginal Bleeding * 
Howard C. Clark, M.D. 


Wichita, Kansas 


Abnormal vaginal bleeding was the chief com- 
plaint of 200 white private gynecological patients 
considered in this review. Many of the lesions were 
malignant and an accurate pathological diagnosis 
was essential so that proper treatment could be in- 


stituted early. Since there has been little advance- . 


ment in the cure of cancer, an early diagnosis is our 
only hope. 

Irregular bleeding may occur at any time from 
puberty to old age. Its presence indicates a lesion 
somewhere in the generative organs. Its causes are 
exceedingly varied and should be investigated 
thoroughly so that a definite diagnosis can be made 
and treatment started early for the best interest of 
our patients. Too many women pass off abnormal 
vaginal bleeding as a manifestation of “change of 
life” and they do not consult their physician for « 
considerable time after they have observed the bleed- 
ing. Too many physicians when consulted arrive at 
the diagnosis of functional bleeding of the meno- 
pause and observe these patients too long. Since this 
lesion is a malignant one in over 50 per cent of the 
cases in some clinics, many deaths might have been 
avoided had the patient been more prompt in vis- 
iting her physician. The laity needs to be educated 
and we can also say this about the medical profession. 
Many physicians do not examine the patient because 
they are somewhat confused about the symptoms of 
cancer and do not know an early carcinoma when 
they see one. Several years ago, it was Customary to 
“watch” a tumor before recommending treatment 
and frequently these tumors grew beyond curabic 
stage. 

Dr. Charles Galloway! advocates a serious educa- 
tional campaign for the women and this is being 
done by the American Cancer Society, which urges 
women to have early and regular examinations by a 
competent physician. The main reason women do 
not seek a diagnosis of their complaints is because 
of modesty and they hide their symptoms much 
longer than they should. 

When the patient comes to the physician either 
fer a routine examination or for specific symptoms 
of abnormal menstruation, a meticulous history and 
a detailed medical examination are essential. What 
the patient considers vaginal bleeding may not be 
from the vagina but from the urethra or from a 
hemorrhoidal fissure. Record the number of days 
that she menstruates and the interval between pe- 


“Read before the Mid-Winter Clinical Conference, Wichita, Kan- 
sas, February 19, 1949. 


riods in order to establish a normal. A woman may 
menstruate only three times a year and yet be healthy 
and able to conceive while her neighbor may have a 
21 day cycle that is normal. In the child bearing pe- 
riod, in order to rule out pregnancy and its compli- 
cations, record the date and character of the last 
menstrual period. If pregnancy is questionable, a 
rabbit or frog test is indicated. This abnormal bleed- 
ing may be due to a systemic disease such as leu- 
kemia, hypertension or an endocrine disorder. 


After the history is recorded, a complete physical 
and pelvic examination is necessary to establish a 
definite diagnosis. The bladder and rectum should 
always be emptied. Cooperation of the patient by 
complete relaxation is important. This examination 
should include inspection of the perineum, the ure- 
thral meatus, the vaginal introitus and bimanual pal- 
pation of the cervix, uterus and adnexa. Next the 
vagina and cervix should be examined by speculum 
with direct visualization of the mucous membrane. 
This is most important because the cervix is one of 
the most frequent sites of pathological changes. 
Papanicolaou smears and biopsys should be taken of 
suspicious tissue. If there is any doubt about the 
character of the contents of the uterus, a diagnostic 
curettage should be done and the tissue checked by 
a competent pathologist. Here is where the gyn- 
ecologist and pathologist must work together. Many 
times it is necessary to cure your patient's clinical 
symptoms in spite of the pathologist’s report on the 
tissue removed. 

A routine rectal examination is a good practice. 
It occasionally reveals an ovarian tumor in the cul- 
de-sac not felt in the vagina or a malignancy of the 
rectum. 

In this study of 200 patients, 14 different lesions 
were found to be the cause of bleeding. Hyperplasia 
of the endometrium occurred in 61 cases or 35 per 
cent. The uterus was apparently normal in size. 
Hyperplasia of the endometrium may occur at any 
time during the reproductive period or after the 
menopause. It is probably due to an excessive estro- 
genic substance producing growth of the endo- 
metrium. The diagnosis of hyperplastic endome- 
trium is made chiefly from microscopic examination 
of the tissue removed at curettage.? In some cases 
of functional bleeding that do not respond to medi- 
cal therapy, a hysterectomy is indicated!’ When: these 
uteri are examined by the’ pathologist,’ they «appear 
normal and the histologi¢’ picture-does fotexplain 
why the endometrium leaks blood cofitinuousty. The 
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same pathological situation prevails in the meno- 
pausal group when it is considered best to remove 
the uterus rather than use x-ray or radium. It has 
been proven that a patient that has had x-ray and 
radium therapy for functional bleeding is more apt 
to have carcinoma of the uterus in later life than 
the patient that has not had previous irradiation. 
Therefore, maybe a hysterectomy is preferable to 
having our patients develop carcinoma later in life. 

Fibromyoma of the uterus occurred in 55 cases or 
27.5 per cent. Usually there was more than one 
fibroid present in the uterus. The submucous type 
were prone to produce profuse and heavy flow. 
Necrosis and infection of the fibroid occurred in 
five cases giving symptoms similar to abortion. In 
these cases, biological tests of pregnancy were of 
value. After the menopause, intramural fibroids have 
a tendency to work their way to the uterine cavity 
and cause bleeding. Frequently, other minor condi- 
tions are associated with the uterine tumors such as 
salpingitis and ovarian cysts. 

Carcinoma of the genital tract ranked third in the 
series with a total of 16 cases or eight per cent. Ten 
cases were adenocarcinoma of the fundus and six 
cases were carcinoma of the cervix. These statistics 
are quite the opposite of most medical centers treat- 
ing carcinoma, which are the melting pot of all ad- 
vanced cases. My practice is obstetrics and gyn- 
ecology and I feel that I treat a younger group of 
patients which accounts for my statistics. Most sta- 
tistics report that carcinoma of the cervix occurs in 
about 65 per cent of all cases of carcinoma of the 
female generative tract. Early preinvasive lesions 
are asymptomatic. The principal, and commonly the 
cnly symptom of invasion, is spotting or bleeding. 
As the disease progresses, there is profound bleeding 
at times because of the extreme vascular reaction to 
the indurated and friable growth. Carcinoma of the 
fundus of the uterus constitutes about 15 per cent 
of the malignant lesions of the female generative 
organs. The majority of the cases develop after the 
menopause. The bleeding is not severe but becomes 
continuous as the disease progresses. The diagnosis 
is made by the Papanicolau smear and biopsy of tis- 
sue removed at curettage. 

Endometriosis> or adenomyosis caused bleeding in 
13 cases or 6.5 per cent. It is one of the chief causes 
of vaginal bleeding in women past 35 years of age. 
Clinically, the disease resembles cancer. Cytologically 
it is benign but in certain cases there is a speedy 
growth of the disease and an invasion into the pelvic 
organs. It is characterized by dysmenorrhea, men- 
orrhagia and metrorrhagia. As the patient grows 
older, these symptoms become more severe. 

Ovarian tumors were the cause of abnormal 
bleeding in 14 cases or seven per cent. In a study 
of ovarian tumors occurring after the menopause, 
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approximately one-fourth of them were associated 
with uterine bleeding. Often this bleeding was the 
first symptom that caused the patient to see a phy- 
sician. In two cases, the. bleeding was caused by in- 
vasion from the primary carcinoma of the ovary to 
the body of the uterus. The onset is silent and early 
development of ovarian cysts generally occurs with- 
out symptoms. The diagnosis in the early stages is 
usually made“by finding a tumor during vaginal ex- 
amination. This is one condition where thorough 
and regular examination is of value to the patient. 
Unfortunately in most patients with ovarian cancer, 
abdominal enlargement due to the tumor or accom- 
panying ascites common in advanced cases, is the 
first evidence suggesting ovarian neoplasm. Diag- 
nosis is made on the basis of histologic analysis of 
tumor tissue taken at operation or, in advanced 
cases, on the basis of biopsy of material from the 
posterior cul-de-sac or at exploratory laparotomy. 
In some ovarian tumors there is a hormonal dis- 
turbance. An example is the granulosa cell tumor 
which causes uterine bleeding by producing an ex- 


. cess of estrogenic hormone. Granulosa cell tumors 


may occur at any age but are most common during 
reproductive life. These tumors occur in young girls 
causing precocious puberty. Some of these tumors 
are slow growing and benign but most of them be- 
come malignant and should be treated as malignant 
growths. 

Pelvic inflammatory disease occurred in 16 cases 
or eight per cent. This condition is a fairly frequent 
cause of abnormal uterine bleeding in young women. 
It is seldom found in women past the menopause 
and is becoming less frequent since sulfa compounds 
and penicillin. 

Prolapse of the urethra, caruncles and cervical 
polyps cause considerable trouble in women over 
fifty years of age. The symptoms are bleeding a‘ter 
intercourse or douches. There were several erosions 
and ulcerations of the cervix that had to be biopsycd 
kecause of their suspicious nature. One case had 
been wearing a pessary for 15 years and had a large 
ulcerated lesion. Cervical lacerations and ulcerations 
undoubtedly predispose to carcinoma and should be 
carefully checked in order to rule out pathological 
changes. 


Incidence of various lesions responsible for Vagina! 


Bleeding in 200 cases 
No. Cases No. Cases 
’ 1. Endometrial hyperplasia 61 8. Cervical polyps 7 
2. Fibroids 55 9. Carcinoma of Cervix 6 
3. Pelvic inflammation 16 10. Sarcoma of Endonetrium 3 
4. Ovarian 14 11. Urethral caruncle 1 
5. Endometriosis 13. 12. Vaginal ulceration 

6. Cervical ulceration from pessary 1 
due to prolapse 11 13. Bicornate Uterus l 
7. Carcinoma of Body of 14. Ulceration of Cervix 1 

Uterus 10 . 


Discussion : 
Treatment has been omitted in this article, for it 
was my purpose to stress the necessity of a patholog- 


ical diagnosis in order to institute proper therapy 
in the malignant cases. As shown in most of the 
cases, bimanual and speculum examination will diag- 
nose the causative factor. In the other cases, a diag- 
nostic curettage and Papanicolaou smear will be 
necessary. In cases that continue to bleed following 
careful examination, it is necessary to perform a 
laparotomy to find ovarian malignancy or beginning 
fundus adenocarcinoma which was overlooked by 
the curettage and Papanicolaou smear. 

One must condemn the practice of the treatment 
of atypical bleeding from the uterus without diag- 
nosis of the cause. If careful examination of the 
pelvis gives negative results, a period of observa- 
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tion may be permitted. It is poor medical practice 
to give a woman “shots” for menstrual irregularities 
when she has reached the age of menopause unkess 
cancer has been ruled out. 

In some clinics, statistics prove 50 per cent of 
these lesions are malignant after 35 years of age. 
Therefore it behooves every physician treating fe- 
male patients to consider vaginal bleeding serious 
until proven otherwise. 
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ROSTER TO BE PUBLISHED 


In response to many requests for a list of members, the Kansas Medi- 
cal Society is now preparing a roster of its membership, to be published 
in pamphlet form. Members of the Society will be listed in two ways, 
alphabetically and by cities. A copy of the roster will be mailed to all 
members of the Society within the next month. 
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Chylous Cyst of the Mesentery 
J. Allen Howell, M.D. 


Wellington, Kansas 


The purpose of this paper is to review some of 
the pertinent facts regarding the surgical problem 
of chylous cyst of the mesentery and to report a 
recent case. 

The rarity of this condition makes it almost a sur- 
gical curiosity. Roller! estimated that mesenteric 
cyst was found in less than one in 100,000 abdomi- 
nal operations. Judd and Heimdal? reported that 
the Mayo Clinic had eight cases of mesenteric cysts 
in 820,000 admissions. In 1941 Loeb? estimated that 
from 550 to 600 cases had been reported in the lit- 
erature since a mesenteric cyst was first observed at 
autopsy and described by Benivieni in 1507. 

According to Lahey and Eckerson* lymphatic or 
chylous cysts of the mesentery arise from develop- 
mental or obstructive phenomena of the mesenteric 
lymphatic system. 

These cysts occur between the layers of the mesen- 
tery. They are most frequently found in the mesen- 
tery of the jejunum. They are lined by endothelium 
or often by merely fibrous tissue. The fluid con- 
tained in these cysts is chyle and this fluid gives the 
cyst its greyish color. Hemorrhage into the cyst may 
alter its color even to the point of making the cyst 
black. 

It is unlikely that a primary preoperative diag- 
nosis of chylous cyst of the mesentery will be made, 
but it should be considered at times in a differential 
diagnosis. 

Pain in the abdomen is the most striking symp- 
tom. One of the main characteristics of the pain 
from mesenteric cysts is its failure to localize. The 
pain is described as being all over the abdomen. 
Nausea and vomiting and anorexia are often strik- 
ing symptoms. Actual bowel function is usually not 
disturbed. These cases have no fever or increased 
pulse rate. Hemorrhage into the cyst or rupture of 
the cyst may preduce abdominal tenderness and even 
rigidity. 

A chylous cyst is often only partially filled with 
fluid and this condition may make it impossible to 
palpate any definite tumor mass. Acute symptoms 
with the cyst may cloud the diagnostic picture. 

Abdominal conditions much more frequently en- 
countered and often suspected when the acute symp- 
toms of mesenteric cyst present themselves are: 
acute appendicitis, intestinal obstruction, acute di- 
verticulitis and also other types of abdominal tu- 


mors. 
In the surgical treatment of chylous cyst of the 


mesentery, Warfield’ emphasizes the fact that each 
Case presents its own individual problems. He sum- 
marizes the treatment as follows: 

1. Enucleation is the treatment of choice. 

2. Enucleation with a resection of a segment of 
bowel may be required because of interference with 
the’ blood supply to the bowel. 

3. Marsupialization may offer the safest surgical 
treatment. 

Case Report 

This case of chylous cyst of the mesentery oc- 
curred in a little white boy, D. K., three years and 
eight months of age. He was admitted to the hos- 
pital December 6, 1948, and discharged December 
12, 1948. 

Working Diagnosis: Partial intestinal obstruction, 
recurrent. Cause unknown. 
Final Diagnosis: Chylous cyst of the mesentery. 

Chief Complaint: Generalized abdominal pain, 
nausea and vomiting. 

Past History: One year ago this child had his first 
attack of sudden abdominal pain with vomiting. At 
that time the pain lasted only a few minutes and 
stopped as suddenly as it had started. During the 
past year this child had had numerous attacks of 
abdominal pain, but this pain always lasted only a 
few minutes and was not severe. As soon as the pain 
would stop the child would seem perfectly well and 
would run and play in a normal way. On December 
2, 1948, he had his most severe attack. At that time 
he cried intermittently with pain for five hours. He 
was relieved after vomiting. This attack made sur- 
gical intervention mandatory. 

Physical Examination: There was a moderate full- 
ness to the abdomen but no distinct mass could be 
felt. There was moderate tenderness in the region of 
the navel. Slight yoluntary muscle spasm was pres- 
ent but there was no rigidity. All other physical 
findings were normal. Blood count was within nor- 
mal limits. Urinalysis was negative. 

Operation: Mesenteric cyst removed, appendec- 
tomy. 

Gross Findings: There was a mesenteric cyst the 
size of a very large orange located in the mesentery 
of the jejunum. The cyst sac was only about three- 
fourths filled with fluid. The cyst was bluish-black 
in color and the cyst wall was fairly thin. The base 
of the cyst extended up to the very margin of the 
small bowel. The cyst was not adherent to any other 
structures. 


. 
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Pathological Report 

Specimen: Cyst from mesentery. 

Gross Appearance: Specimen consisted of an ir- 
regular shaped piece of wrinkled whitish tissue 
measuring 4x3x0.5 cm. It appeared to be a pre- 
viously opened thin wall cyst. The wall was one mm. 
thick, translucent, with prominent vessels on the 
surface. The inner surface was smooth and there 
were no papillations seen. Representative section 
was taken. 

Microscopic Findings: The cyst lining was com- 
posed of a single layer of flattened endothelial cells 
beneath which was a small amount of fibrous con- 
nective tissue. Throughout the adjacent tissue there 
were focal infiltrations with lymphocytes, mono- 
nuclear cells and occasional plasma cells. There were 
numerous vascular channels which were dilated and 
filled with red blood cells. 

Pathological Diagnosis: Chylous cyst of the mes- 
entery. 
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Discussion 

This was a true mesenteric cyst. An exact pre- 
operative diagnosis was not made. Abdominal dis- 
ease producing symptoms of recurrent partial ob- 
struction demanded surgical exploration and treat- 
ment. 

Preoperative x-ray studies of the gastro-intestinal 
tract and the genito-urinary tract were deemed in- 
advisable in a patient so young. 

It was possible to resect the cyst from the mesen- 
tery without too much interference with the blood 
supply to the bowel. 

Summary 

A chylous cyst of the mesentery in a child three 
years and eight months of age is reported with oper- 
ative removal and uneventful recovery. 
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TO PLAN PUBLIC RELATIONS PROGRAM 


Plans for a’ Kansas Medical Society program of public relations will 
be made at a conference of county society officers to be held at Wichita, 


Sunday, October 2. You are invited to attend. 


‘ 
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CHILD WELFARE PAGE 


The Mentally Retarded Child 


Importance ¢ 


There are a great many of these children. They are handicapped in a very real sense of the word. They 
and their parents are as much deserving of aid as if they were lame or blind or deaf. 


Classification 
Generally made on a basis of the LQ., which is often difficult to determine accurately. 
Dull normal to low average 1Q. 80-95 Imbecile 1Q. 25-50 
Borderline deficiency 70-80 Idiot Below 25 
Moron 50-70 
Recognition 


Definite types with major retardation, such as Mongols and microcephalic idiots, are fairly easy to 
recognize. Lesser degrees of deficiency may present much difficulty. A good history is most important; 
it will often show progressively increasing lag in mental and physical development. Observation of the 
child at play may show bizarre behavior, clumsy muscular control, short attention span, an impoverished 
imagination. 

It should be remembered that a moderate deficiency may present itself as a behavior disorder or a 
severe emotional disturbance (to which these children are extremely susceptible), in the same way that 
primary psychiatric disorders sometimes mimic mental deficiency by a lowering of the LQ. and failure to 
progress normally in school. 

As with any other handicap to which a child is heir, the sooner it is recognized, the better for all con- 
cerned, as remedial measures may be undertaken immediately. 


Disposition 

In general, the most severe grades of retardation should be institutionalized as soon as possible, es- 
pecially if there are other, normal, children in the family. If such a child stays at home for any length of 
time, its parents may not be able to face giving it up. 

The chance of a reasonably happy and independent existence increases from I,Q. 50 on up. To this end, 
emotional stability and good character traits are about as important as the intellectual capacity, and these 
are achieved better in a good home than in an institution. Special schooling will be necessary however. 
Disposition must be based on an evaluation of all the factors, familial, medical, and social. 

Borderline defectives must usually remain at home, as the state provides custodial care only. Unless 
these children receive good instruction and supervision, they will swell the ranks of the juvenile delin- 
quents and other social failures. 


Facilities Available 


Expert diagnostic and counselling facilities are available at the Southard School in Topeka, The Wichita 
Guidance Clinic, the Receiving Home at Atchison, and the Medical Center. The Wichita school system 
provides special classes for (moderately) retarded children. 


* * * * * * * * * * * * * * * * * * 


The parents of these children must be given every consideration. If their child has to be institution- 
alized, the physician must help them to this decision, and alleviate their feelings of guilt and despair. If 
the child is to remain at home, it is the physician’s responsibility to see that they get the best advice 
available, and continued help in planning for the future. 


Prepared by Committee on Child Welfare 


. 
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CANCER PAGE 


Carcinoma of the Vulva 


Carcinoma of the vulva is one condition which will become of greater significance as the life expect- 
ancy increases inasmuch as it occurs most frequently in the sixth or seventh decade. Histologically it is, 
of course, a skin cancer but its malignant potentiality is great because of the rich lymphatic drainage in 
this area. The lesion is usually found on one or anotlier of the labia or close to the clitoris. This form of 
cancer ranks fourth in frequency of malignant conditions of the female genial tract, cervical, fundal and 
ovarian carcinoma being more frequent. 


The generally unsatisfactory results in treatment in the past can be traced particularly to the reluctance 
of patients of this age group to present themselves for examination, and, in considerable degree, to inade- 
quate treatment. The former factor is being reduced by the various educational campaigns. The latter is 
likewise being improved not only along educational lines but by more effective surgical techniques. 


Not infrequently the histories given by patients with carcinoma of the vulva follow the same pattern. 
The patient tells of noticing a small area of irritation on the vulva which she either ignored or “treated” 
herself. If she presented herself to the physician for treatment, she was, all too often, given a palliative 
agent which she used for an indefinite time. Usually such palliation reduced the irritation temporarily, 
then the lesion became obvious and the situation was frequently out of control. As with carcinoma else- 
where, to make the diagnosis, vulvar carcinoma must be thought of, and the biopsy will eliminate doubt. 


Adequate surgery is now considered to be the treatment of choice for this condition. By adequate 
surgery is meant not only excision of the vulva but attention to routes of the lymphatic spread. This will 
involve, in most cases, a radical excision of the superficial and deep inguinal nodes and particular attention 
to the obturator nodes. Many patients in this age group do not tolerate the extensive surgery well but the 
advancements in pre-operative and post-operative support have increased the number of patients to whom 
surgery can be offered. 


Leukoplakia warrants some consideration in the discussion of carcinoma of the vulva since the cancer 
is preceded in approximately half of the cases by a leukoplakia. In spite of the discouraging frequency of 
recurrence of leukoplakia in previously normal appearing tissue it would seem that surgical excision of 
such areas is certainly warranted as a prophylactic measure. 


Prepared by Committee on Control of Cancer 
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PRESIDENT’S PAGE 


Dear Doctor: 


According to a recent bulletin from our state hzalth department in Kansas, the maternal mortality 
rate for the first six months of this year has been lowered from 0.8 per thousand births to 0.6 per thousand 
live births. One would be justified in assuming that a like improvement has taken place in all medical care 
in Kansas. I am very happy indeed and feel much honored to work with a group of doctors doing their 


work so efficiently. 


During the last 30 years scientific medicine has advanced far beyond any reasonable expectation. We 
have new drugs, new biologicals and improved surgical technics which have given magical results com- 


pared to the accomplishments of 30 years ago. 


The first six months of 1948 there were 18 suicides in Kansas as compared to 29 over the same period 
this year. It is quite possible that we are taking car2 of diseases much better than we are taking care of 
the patients. It seems to me that each doctor, regardless of his specialty, should be equipped to take care 
of the minor frustrations of his patients. It is of very little value to the patient to perform a brilliant 
operation, then in the course of a few years have the patient become a permanent member of one of our 
institutions for the mentally ill. It is only natural that this situation should exist. Mrs. Jones often 
describes in glowing terms the wonderful manner in which her large tumor was removed by her doctor, 
but Mrs. Smith will have nothing to say about the doctor who relieved her of her major mental dis- 


arrangement. 


Our state legislators appropriated very liberally during the last session of that body, to give us better 
trained men and better equipment to take care of our mentally ill. Let us hope that each of us may 
take more time to correct the minor mental ills of our sick people. The best cure for a grave illness is to 
not let it happen. Possibly our program committee for next year may well find room for a guest speaker 


in psychiatry. 


President Truman's reorganization plan was defeated. Kansas, through her legislators and doctors, 
contributed to the defeat of this plan, which would have been a step toward socialization of medicine. We 
will have more and more plans of this type to be opposed. To defend our rights, we have a few plans of 
our own to present to you at the October meeting in Wichita. I hope there may be a full representation 
from each county society at this meeting. American medicine must not fail the American people by allow- 


ing regimentation of the American doctor. : 


Sincerely, 


Rm 


An Open Letter to Mr. Bevin 


Mr. Aneurin Bevin, you may recall a conversation 
you had with John W. McPherrin, editor of the 
American Druggist, in your London office. In the 
July, 1949, issue of that journal, he quotes the 
following of your conversation concerning medicine. 
' Do you wish to read it to make certain the state- 
ments are accurate? 

“Most people trust their individual doctors. At 
least they trust them more than they do organized 
medicine, the associations of doctors. When a doctor 
becomes a member of an organized group something 
seems to happen to his thinking. Did you ever 
notice that? It is quite a phenomenon. 

“The mental change that comes over a doctor 
when he functions as a member of organized medi- 
cine is unbelievable. It ought to be the subject of 
psychological research. You know that organized 
medicine has always been arrogant, always on the 
defensive. What are these doctors afraid of? Maybe 
they have an inferiority complex of some kind. It is 
all very surprising because, as individuals, doctors 
most of them, enjoy the faith and confidence of the 
public.” 

Group thinking should not be so “very surprising” 
to you, Mr. Bevin. Without labor thinking as a 
group, there might have been some other Minister 
of Health in Great Britain, or is that too naive to 
be polite? Furthermore, the administration of 
socialized medicine requires that a large segment of 
the population think as a group, and directing that 
thought is certainly one of your duties. In America 
we speak of such tactics as propaganda but to the 
Minister of Health of Britain’s labor party we sus- 
pect it would not sound discreet. 

Anyway, it seems strange that group thinking 
should contain any mysteries for you. Could it-be 
that a group of doctors think differently from other 
groups and that it is the doctor himself you do not 
understand? You have seen him, perhaps, only as 
a professional man caring for the illness of an in- 
dividual patient. Then you think he is quite all 
right. 

You might say we lack knowledge of the British 
Medical Association, and you are right. We do, 
however, have some insight into the American 
Medical Association and the Kansas Medical So- 
ciety. We know that our doctors would react to 
your program about as yours did (perhaps even a 
little more vehemently because we think of our 
government as a servant of the people. It is our 
nhation—we own it, if you please—but that is wan- 
dering from the subject). In fact, we have elements 
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EDITORIAL COMMENT 


within our government who agree with you about 
the group thinking of doctors, so perhaps, we are 
not too dissimilar. May I tell you, Mr. Minister, 
what group thinking does to the Kansas doctor? 

It teaches him the advancements of medical 
science. He meets and visits with the members of 
his profession. He listens to them lecture and goes 
back to give the minister of health or the chore 
lady the newer, better care he has learned. Now, 
you see him upon his return only in his office and 
do not know that he perfected that bit of surgery or 
learned the use of aureomycin while he was away. 
You like what he did for you because you return 
to your duties, recovered, but without an organiza- 
tion to help him, his graduate education would be 
retarded. 

Yes, I suppose a government could give this to 
him, but here he plans the meeting, produces and 
finances it in the way he selects. And he attends 
because he wants to.- In a government-operated 
program there would be a strong temptation, in the 
United States, at least, to*"give him what the govern- 
ment wishes him to have. And that would be an 
effort to control his group thinking, to alter it so 
a layman who occupies the position of minister of 
health might understand him better. A situation 
of that kind would certainly make your work easier, 
Mr. Bevin, but curiously, it would not make the 
sick get well more rapidly. 

You see, preventing and curing disease or injury 
are the major objectives of a physician's life. He 
entered that field as an artist because within him 
there is a compulsion for individual accomplish- 
ment. His is creative work within science as surely 
as the creative exists in literature or music. Once 
you tell the composer that his music be: restricted 
to prescribed themes, or that a Certain style must 
be followed, the artist loses interest. That art dete- 
riorates until the entire world quickly recognizes the 
change. 

The physician feels the same way. It is an enor- 
mous responsibility he faces whenever a patient 
asks for his help. He does what he believes to be 
best. He requests help from respected colleagues 
when necessary, but the matter is his responsibility 
and, as such, he searches his judgment, his training 
and his experience to enable him to give forth his 
best effort. That is a creative activity which does 
not lend itself well to domination. 

The Kansas Medical Society tries to inspire its 
members and much of the conversation is on that 
general topic. The society does more, however. As 
a group also, we are pledged to give the public the 
best medical care that can be given. This means the 


442 


endorsement of and active participation in sound 
public health programs, sanitation, hospital con- 
struction, medical education, the allied groups, and: 
legislative affairs, for example. We try to recom- 
mend whatever we think as a group would be best 
for the health of the people, and group thinking 
incidentally, represents the majotity opinion of the 
members present, as I suspect it does in the British 
Medical Association. 

Now, that should not be so “unbelievable” except 
to someone who has not been accustomed to abiding 
by majority opinion, but surely you learned that in 
public office if not before. So the only remaining 
mystery is why should group thinking concern itself 
with benefits for those not in the group. 

If that is any problem at all, Mr. Bevin, then it is 
admittedly hard to explain. Doctors whose whole 
professional activity centers around service for 
others just continue to think that way as a group. 
The Kansas Medical Society will oppose a system 
of socialized medicine for the same reasons, I am 
sure, that the British association dislikes your plan, 
because they know it is not best for the people and 
for the nation. It is economically unsound, we 
believe, and destroys freedom and individual initi- 
ative. In America, we still place a value on that. 
Then, last but not by any means least, a system 
such as yours is not best for the health of the 
people. We can demonstrate that but this letter is 
long enough already. 

If you find it in your heart to believe that an 

organization can exist which has public service as 
its major objective, then surely understanding or- 
ganized medicine is no more difficult than under- 
standing the motives that direct the activities of 
your personal physician. 
__ If things are still “unbelievable,” then it must be 
a matter of fundamentals. Like this: we saw in an 
American newspaper recently that Britain is willing 
to give up its socialized medicine program if the 
United States might be induced, thereby, to send to 
your nation more of its dollars. That kind of organ- 
ized thinking, Mr. Bevin, would be very hard for 
a doctor to understand. So maybe it is after es a 
matter of fundamentals. 


Rooming-In for Obstetrics 


Favorable accounts of rooming-in projects in ob- 
stetrical services, where baby and mother are to- 
gether, appear with increasing frequency. The most 
recent is a report of 1,400 such cases from a Phila- 
delphia hospital which was published in the July 
Pennsylvania Medical Journal. 

The authors not only recommend this practice but 
prophesy that the day will arrive when boards of 
health require it for all hospital obstetrical services. 
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They say the rooming-in project prevents epidemic 
infections, improves mother-baby relationships, 
stimulates breast feeding, i improves baby care and 
provides training for the mother in the responsi- 
bilities and techniques of infant care. 

With reference to infections, they claim this 
can be controlled within the ward and that other 
babies in the ward are seldom affected while those 
in other wards are not exposed at all. The bassinet 
is placed beside the mother’s bed and each infant — 
has its own bottles, thermometer, etc., so the chance 
for infection spreading is greatly reduced. 

The mother becomes interested in the baby and 
quickly provides for its needs. She recovers from her 
obstetrical experience earlier because she has things 
to occupy her attention. The baby senses security 
because it is fed when hungry, thereby escaping the 
exhaustion of crying perhaps hours before feeding 
time arrives. These babies sleep more, are quieter 
and better contented. 

After the first day the mother provides 80 to 90 
per cent of the baby’s care. The only nursing service 
required is that furnished by the regular floor 
nurse, and the baby’s care is perhaps improved be- 
cause the mother rings when she believes assistance 
is needed. This project also enables the nurse to 
supervise and train the mother in techniques for 
baby care which, incidentally, gives the mother an 
incentive for early ambulation and more rapid re- 
covery. 

Architectural reconstruction is unnecessary be- 
cause every private room and ward will adapt itself 
to this procedure. It can then be universally em- 
ployed and will, besides those other advantages, 
permit the father also to visit with his baby instead 
of being excluded during the period of hospital stay. 

There are several questions the authors have not 
satisfactorily answered. One is how the mother is 
induced to welcome this procedure. The primipara, 
perhaps yes, but she is frightened at the prospect of 
caring for her child and welcomes the opportunity 
of getting accustomed to it gradually. However, the 
mother who has had other children enjoys the hospi- 
tal stay as a vacation from her daily child-caring 
tasks and might well disdain the suggestion that a 
young nurse teach her techniques of baby care. 
Convincing those women that the rooming-in pro- 
ject is an advancement in medical science might 
prove something of a challenge to the obstetrician. 

A more serious doubt exists on the question of 
epidemic infections. The authors state that no con- 
tagious disease has developed among 1,400 ward 
babies housed at the mothers’ bedside. The total is 
large enough to be significant, but there are prob- 
ably instances where nursery care covered an equally 
long period without epidemics. In case of a threat- 
ened epidemic this procedure might check its spread, 
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so it is possibly sound to institute the project before 
the epidemic threatens, but a question still remains. 

Someone took the time to check over the records 
of 3,700 cases of epidemic diarrhea occurring in 
hospital nurseries. He found 50 per cent of the 
cases were caused by contaminated milk, 25 per cent 
were caused by personnel through the use of ther- 
mometers, etc., and 25 per cent were caused by 
droplet infection from the nose and throat of attend- 
ants. If these figures are correct it is difficult to see 
how the rooming-in project can alter the situation 
significantly. 

The completely breast fed baby will not be sus- 
ceptible to infection spread by milk, whether housed 
in a nursery or with its mother. The bottle fed baby 
will be equally exposed under either circumstance. 
The other 50 per cent of the infections purported 


to be caused by attendants will be stopped as readily _ 


in the nursery as in the ward through the exercise 
of greater precaution. What is gained by segregating 
the babies from each other might well be lost by the 


fact that many more persons will come in contact - 


with them. You also add the hazard from the out- 
side. In ward rooms, this includes those coming to 
see all the patients. 

The project is of interest. There seems no ques- 
tion but that it provides a psychological benefit both 
for the mother and the child, and it could be a 
means for preventing the spread of infection. It 
should be emphasized, however, that under the 
rooming-in plan techniques for the care of infants 
can not be relaxed because new potential dangers 


- are introduced. Routine hospital regulations should 


probably be made more strict. 


Reorganization Plan Defeated 


The Senate defeated the President’s Reorganiza- 
tion Plan No. 1 by a vote of 60 to 32 on August 18, 
1949. It will be recalled that the President notified 
Congress of his intention to create a cabinet post 
of welfare to direct those affairs currently under the 
control of the Federal Security Administrator. It 
was a back-door thrust to boost socialized medicine 
inasmuch as Mr. Ewing would be offered this post 
(according to rumor) and because the President 
declared this post would be created unless one house 
of Congress voted to prohibit the action. 

This was a case where the executive branch of 
this government (by the people—for the people, 
remember?) took over the duties of the legislative 
department. It was an example of where a measure 
would be passed unless the Congress prohibited 
the action. If nothing was done within 60 days, the 
President’s plan would go into effect. Congress had 
No power to amend or limit the proposition, so they 
rejected it 60 to 32. 


In one way, this may be considered a splendid 
victory for American medicine because government 
controlled health was the central issue. It was the 
first vote on socialized medicine, and the Senate 
spoke almost two to one in opposition. 

But it was not easy. The AMA and the various 
state societies worked for two months to get this 
issue clearly defined. Your president, Dr. Peck, 
attended a meeting in Denver with presidents of 
14 western states and immediately afterward spent a 
week in Washington as did representatives from 
many other societies. 

Kansas’ job, fortunately, was not one of con- 
vincing its senators of the dangers involved in the 
President’s- Reorganization Plan No. 1. Both Sen- 
ators Reed and Schoeppel understood the problem 
from the beginning and were completely and firmly 
opposed. They explained their position long in ad- 
vance of the vote, and never was there any doubt 
whatsoever about how Kansas would stand. Senator 
Schoeppel was in a particularly strategic position in 
this regard as a member of the committee where 
the proposal was first discussed. He was active 
there and strengthened his reputation for brilliant 
and intensive questioning of witnesses. 

Many demands have been made upon our senators 
and time after time they have taken special pains 
to be of assistance. In this instance, particularly 
was their aid beneficial because a tremendous issue 
was at stake. An expression of gratitude from the 
physicians of Kansas would be appreciated by the 
Kansas senators; a brief letter of thanks would let 
them know their efforts are being noticed. 

This was a victory for the medical profession but 
only in one sense. In a much larger and more vital 
way was this a victory for freedom of the American 
people. The issue was actually only over giving a 
layman of cabinet rank control over matters of 
health, education, social security, etc. Popular knowl- 
edge of the situation raised the question of whether 
a man pledged to principles of socialization should 
have such a position, and on that the Senate balked. 

Not because the medical profession was opposed 
to the plan, but because it would not be to the best 
interest of the people in this nation. And that, after 
all, is the position of the medical profession also. 
We object to socialized medicine not on the grounds 
of what will happen to the psysician, but because 

of what happens to the nation under such a pro- 
gram, to its people and to their health. No one 
knows better than the doctor what this means, so 
he is speaking, wherever he may be heard, to ac- 
quaint the public with the problem. His objections 
are in the interest of public service and it is in that 
interest that the Senate blocked the President’s plan. 

So the victory, the real victory, goes to the Ameri- 
can people. They gained by this action in retaining 
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their liberty. The medical profession told the story, 
honestly, clearly and without selfishness. After hear- 
ing both sides, the Senate was convinced and 
promptly acted to defend the side held by the 
medical profession. This was an eloquent expression 
of confidence. It wasn’t the first round nor will it 
be the last—but it was a decisive action and one for 
which the two senators of Kansas deserve much 
praise. It would be fine if each member took a few 
moments to write them. 


Home Permanents 


Now that 30,000,000 home permanent kits are 
sold annually to the women of America, the question 
arises: are they safe? In the July, 1949, Archives of 
Dermatology and Syphilology a doctor reports that 
they can cause various kinds of dermatitis to enough 
women that their use should be restricted. 

Other authors have previously reported home cold 
waves to be safe or at least harmful to less than 0.1 
per cent of the users. Active ingredients in most 
cold wave solutions include thioglycolic acid, am- 
monia, perfume and coloring matter, the same in- 
gredients that are used by the professional beauty 
operator only in smaller percentages. 


In combing the literature instances may be found 
where home permaments have been credited with 
causing dermatitis, hepatic damage and toxic re- 
actions. Most commonly the trouble arises from an 
allergic reaction with the main impact on the skin 
and mucous membranes. Most vulnerable are per- 
sons with anemia and allergic disturbances on whom 
the effect is cumulative so that each subsequent 
exposure may be more severe than the previous 
experience. The effect may appear as a rash on the 
scalp and fingers, as an exudative, eczematoid erup- 
tion, in patches of pigmentation and in various 
other ways. 

The author states that the product is dangerous, 
the instructions are complicated and that allergic 
persons or those suffering from chronic dermatitis 
should not use the home permanent wave kits. If 
they feel that curly hair is essential the safest pro- 
cedure would be the machine permanent wave, next 
a cold wave given by a competent operator. The 
home method of self administration is the most 
dangerous of the three. 


Medical Assistants to Meet 


The annual fall clinic of the Kansas Medical As- 
sistants Society will be held at Lawrence on Sunday, 
October 23, with social events on Saturday evening 
for those who arrive on that date. 
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Conference of County Society Officers 


The second annual fall conference of county med- 
ical society officers will be held in Wichita at the 
Broadview Hotel on Sunday, October 2, at 8:30 a.m. 
This is being presented as a public relations meet- 
ing and could well become one of the most signifi- 
cant events in the history of the Kansas Medical 
Society: 

Present will be representatives of the radio and 
press who will advise the medical profession of 
effective public relations procedures as seen from 
their points of view. Whitaker and Baxter, the direc- 
tors of the A.M.A. educational campaign, will be in 
Wichita to speak before the group on that occasion. 
The Kansas Medical Society will consider at that 
time methods along which a public relations pro- 
gram may be inaugurated that will gear the activities 
of the county societies, the state society and the 
A.A. in Kansas into a coordinated effort. 

This meeting is significant enough that Dr. Peck, 
president, is calling a special session of the House of 
Delegates to meet with the county medical society 
officers. Also present will be the officers and coun- 
cilors of the Kansas Medical Society and about 50 
members of the Woman’s Auxiliary. It will be an 
all-day session closing at 5:00 p.m. The society hopes 
that each component society will be represented and 
wishes to extend an invitation to attend to any 
member of the society who is interested. The com- 
plete program may be obtained from the secretary 
of each county society. 


Research on Rheumatic Diseases 


Appointment of an advisory group of nationally 
known physicians as the first step in a nation wide 
research program to combat rheumatic diseases was 
announced last month by the Federal Security 
Agency. The group will be headed by Dr. Phillip 
Hench of the Mayo Clinic. 

One of the functions of the study section will be 
to explore the recently discovered possibilities of 


two substances, cortisone, popularly known as Com- 


pound E, and ACTH. Both have shown remarkable, 
though temporary, power to alleviate symptoms of 
patients suffering from rheumatoid arthritis. 

The study section will advise the Public Health 
Service on development of a program to combat 
rheumatic diseases and on grants of federal funds to 
aid research in hospitals and medical schools and 
other non-federal institutions. 

In addition to research in treatment, investiga- 
tion will also be directed toward discovery of the 
basic causes of various forms of rheumatism and 
allied conditions, and determining the precise 
method of action of the new compounds and their 
subsidiary effects on the human body. 
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To increase 
sodium excretion 


**Thus it becomes apparent that Aminophyl- 
lin is a diuretic agent in that it can mobilize c\ 


and excrete fluid and sodium even in the 


face of decreased intake. 
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SEARLE 


—acts quickly and efficiently to eliminate 
edema fluids in congestive heart failure. G, D. 
Searle & Co., Chicago 80, Illinois. 


ORAL—PARENTERAL—RECTAL 
DOSAGE FORMS 


*Searle Aminophyllin contains at least 
80% of anhydrous theophylline, 


RESEARCH IN THE SERVICE OF MEDICINE 


1. Brown, W. E., and Bradbury, J. T.: The Effectiveness of 
Various Diuretic Agents in Causing Sodium Excretion in Preg- 
nant Women, Am. J. Obst. & Gynec. 56:1 (July) 1948. 
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SOCIALIZED MEDICINE 


Editor's Note. This is the third of a series of 
articles dealing with federal compulsory health in- 
surance. These are designed to give the physician 
factual information and reliable data which may be 
used in the preparation of articles or speeches on 
this important subject. Additional material will be 
presented in subsequent issues. 


Unnecessary Deaths 

On January 30, 1948, the president wrote the ad- 
ministrator of the Federal Security Agency, request- 
ing him “to undertake a comprehensive study of 
the possibilities for raising health levels and to 
report to me, at your early convenience, upon feas- 
ible goals which might be realized by the American 
people in the next decade.” Mr. Ewing replied on 
September 2, 1948, with a printed book of 186 
pages entitled “The Nation’s Health—a Ten-Year 
Program.” This is known as the Ewing report and 
has become a bible to many of the proponents of 
socialized medicine. 

Mr. Ewing’s own position on this subject is well 
known to the medical profession, but here on Page 
114 of the report are his own words: “The com- 
pelling argument, however, that drives me to an 
advocacy of national health insurance is that I see 
no other possible way of bringing adequate medical 
service to fully half of the American peopk. It 
would, obviously, be nice if we could find some 
other way that would arouse less opposition from 
many members of the medical profession. But I see 
none. And seeing none, I am not willing to abandon 
my advocacy of a program that I believe will bring 
more adequate medical services to fully 70,000,000 
people just because some members of the medical 
profession prefer to maintain the status quo. It 
seems to me impossible to argue fairly for the status 
quo in the face of the fact that there are more than 
300,000 deaths each year that we have the knowl- 
edge and skills to prevent. 

“I, therefore, recommend that the President con- 
tinue to urge upon the Congress the earliest possible 
enactment of government health insurance in some 
such terms as outlined in this report.” 

Much is made of the 300,000 unnecessary deaths. 
On Page 1 is the statement, “Every year, 325,000 
people die whom we have the knowledge and the 
skills to save.” These are broken down elsewhere 
in the report. 

“For example, out of the 170,000 deaths from 
communicable diseases, including pneumonia, that 
occur every year, we should be able to save at least 
120,000 with the knowledge and skill that we now 
have. 
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“Of more than 600,000 deaths from cancer and 
heart disease each year, we should be able to pre- 
vent 115,000. 

“Similarly, of the 100,000 deaths yearly from 
accidents, the fuller use of safety measures and better 
education should permit us to save perhaps 40,000. 

“Infant and maternal deaths have been reduced 
sharply during the last two decades, but we have 
fairly conclusive evidence that at least another 30,- 
000 of the 110,000 who now die yearly could be 
saved. This is in addition to the 5,000 deaths from 
communicable diseases and 12,000 deaths from 
pneumonia among infants under a year—included 
in the estimate on communicable diseases above— 
that could be prevented. 

“Finally, we could probably save in the neighbor- 
hood of 20,000 lives from the remaining group of 
several hundred diseases which claim 400,000 lives 
a year. 

“These are some of the lives we could save if we 
were able today to assure every person in the 
country that he would be able to receive the health © 
and medical services that he needs. All told, these 
preventable deaths total 325,000.” 

Numerous other sections could be quoted as on 
Page 153—"“162,000 people under 20 now die each 
year, although we have the knowledge and the skills 
to save the lives of nearly half of these. 

“Every 19 minutes an infant dies whose life could 
have been saved. 

“Every four hours we lose a mother in child- 
bearing whom we might have saved.” 

There is only a hint of how these figures were 
obtained. Mr. Ewing says if every state had done 
as well as Minnesota in 1945, nearly 2,000 mothers 
would have been saved; if all had equalled Rhode 
Island’s record, 28,000 babies would have been 
saved in that year. And both of these states could 
improve their statistics, Minnesota by 75 per cent, 
he suggests. The implication is that these reductions 
in unnecessary deaths could be achieved if there 
were more doctors and if 80 per cent of our popu- 
lation did not find it impossible to pay for medical 
care. 

A great many things might be said about these 
figures but the following suggestions will be suffi- 
cient to call other arguments to mind. Most of these 
were taken from an analysis of the Ewing report by 
Frank G. Dickinson, Ph.D., director of the Bureau 
of Medical Economic Research, American Medical 
Association. 

If 325,000 of the 1,400,000-deaths were prevented, 
it would make the total deaths less than they have 
been in any year during the twentieth century, even 
when the population was only half its present 
figure. 

In fact, the figures are meaningless because no 
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HIGH IN PROTEIN—19%—as a result, a single ounce of Cerevim i) provides 5% grams 
of protein-plus: 


2. TESAMINE—0.6 mg. per ounce of Cerevim é "The cumulative effects throughout 
lifetime...(of thiamine)...may spell the difference between alert, successf. 
living and a marginal effectiveness."'—plus: 


3. NIACINAMIDE—6.0 mg. per ounce of Cerevim ca in accord with The National Researca 
Council's recommended allowance?—since "Nicotinic acid is found in natural foods 
only in limited amounts."3—plus: 


4. RIBOFLAVIN—0.9 mg, per ounce of Cerevin @@ for this factor is directly related to 
growth‘ and is "essential to the defense powers of the organism"5—plus: 


5. CALCIUM—300 mg. per ounce of Cerevim S thus supplying 8 times the calcium ina 
fluid ounce of milk—plus: 


6. IRON—7.5 mg. per ounce of Cerevim S& since "a child's increasing need for iron 
cannot safely be left to chance."®—plus: 


7. COPPER-O.3 mg. per ounce of Cerevim S in the 1:25 ratio which Elvehjem, et al.? 
and Cason® found particularly effective in raising hemoglobin levels in infancy. 


With such natural foods of high biologic value as: 


8. WHOLE WHEAT MEAL 9. OATMEAL 10. CORN MEAL 11. NON-FAT MILK SOLIDS 12. BARLEY 
13. WHEAT GERM 14. BREWERS' DRIED YEAST 15. MALT 


Leading to such benefits as the literature? reports: 


16. "increase in urinary output of riboflavin" 17. "improvement in pediatricians’ 
scores" 18. "improvement in skeletal maturity" 19. "improvement in skeletal 
mineralization" 20. "retardation of increase in dental caries" 21. "recession 
of corneal vascularization" 22. "improvement in the condition of the gums" 


23. Better Bowel Function!? 


24. PALATABILITY—Cerevim > makes all the above acceptable as well as available to 
infants and children. 


in all—24 good reasons 
why CEREVIM ® is 
a first among first foods 


a pre-cooked cereal for professional specification now 
produced exclusively at the M & R Dietetic Laboratories 
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attempt is made to break these down into age 
groups. Every man must die eventually and the true 
measure of medical progress is not statistics on how 
many died but on how long they lived before they 
died. In 1900, life expectancy at birth was 49 years; 
in 1930 it was 59.5; in 1940 it was 63.8 and for 
1949 it may reach 68 years. 

Along with that, the actual death totals have 
increased, but a greater proportion of the deaths 
are old people and one cause of death is primarily 
cancer and heart disease. The increased death rate 
from these causes is actually a measure of medical 
progress. The people who die young do not die 
from those causes. Looking at it another way, ‘the 
span of life has not increased. In ancient Rome and 
Athens, some people lived to old age. Our health 
progress is manifested by the high percentage of our 
people who die at older ages. 

Actually, persons of all ages are reaping the 
benefit of scientific advancement in medicine. In 
1900, the crude death rate in the nation was 17.2 
per thousand population, counting all persons at all 
ages. By 1945, this had dropped to 10.6 and the 
gain is indicated in all age groups. As an illustra- 
tion, in 1900 the death rate for children under one 
year was 162.4 per thousand; in 1945 that was 41.4. 
The figures for children from one to four dropped 
from 19.8 down to 2.0; for persons 85 years of age 
and over, it dropped from 260.9 to 228.9, etc. There- 


fore, the number of deaths will continue to increase. . 


The only significance that can be attached to such 
figures concerns the age at which they die and this 
is not touched upon in the Ewing report. 

Along other lines, it has often been shown that 
Sweden leads the world in maternal mortality. 
Recent figures are not available, but the United 
States’ rate in 1947 was barely one-third Sweden’s 
rate in 1933. By now we have probably passed that. 
Moreover, the United States includes its nonwhite 
population in its statistics while many other nations 
do not. New Zealand has a carefully selected popu- 
lation, consisting almost entirely of British emi- 
grants, but Minnesota, with a larger population than 
New Zealand, will have a better rate. Apparently 
Swedes live longer in Minnesota than they do in 
Sweden and Norwegians live longer in South Da- 
kota, where there are 10 counties without a physi- 
cian, than they do in Norway. 

Perhaps figures like these would be more indica- 
tive of the situation: ; 

1. Four of a dozen funerals in 1900 were for per- 
sons who had lived at least 50 years. Nine of a 


dozen funerals in 1949. were for persons who had 


lived at least 50 years. 


2. The older half of the people dying in 1900 
had lived 30 years or more. The older half of the 
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people dying in 1949 had lived 66 years or more. 


3. One thousand babies born in 1900 were des- 
tined to live 49,000 years. One thousand babies 
born in 1949 were destined to live 68,000 years. 


4. Since 1900 the entire population of the United 
States has doubled (76 to 150 million). Since 1900 
the population age 65 and over has quadrupled (3 
to 12 million). 

5. The LOWEST state maternal mortality rate 
in 1933 was 4.3. The HIGHEST state maternal 
mortality rate in 1947 was 2.6. 


Radiologists and Socialization 


The following release from the American College 
of Radiology presents a different picture of medical 
legislation than is ordinarily seen. It is printed in 
its entirety at the request of the College. 


The American College of Radiology views with 
alarm and dismay all proposed programs relating to 
the distribution of medical services which place the 
diagnostic aspects of medicine in a category apart 
from the general practice of medicine. 

The convening of the 81st Congress brought forth 
a number of legislative programs so worded. Ex- 
amples are: S. 5, the original Wagner-Murray- 
Dingell bill; S$. 1679, the Thomas-Murray-Dingell 
bill; S. 1106, the Lodge bill; S. 1456, the Hill bill; 
and S. 1907, the Flanders-Ives bill. The treatment 
of diagnostic medicine under these legislative 
schemes has varied all the way from pin-point 
socialization under S. 1106 and classification as a 
hospital service in S. 1907 to socialization in com- 
mori. with all of medicine but under the separate 
category of “Auxiliary Services” in S. 5 and S. 1679. 

In addition to this legislation not a few prominent 
members of the medical profession have recently 
promulgated similar plans emphasizing a difference 
in what they have termed “the practice of the diag- 
nostic specialties” and the practice of medicine. The 
American College of Radiology is most disturbed 
by these medical spokesmen in that they have ap- 
parently seen in the socialization of diagnostic medi- 
cine relief from demands for socialization of alk 
medicine. Theirs is a tragic error. The medical 
profession and most of the rest of the nation has 
come to understand that medicine cannot and will 
not be socialized in a vacuum. The socialization of 
any group, or segment of a group, is but a precursor 
of things to come. Medicine must not weaken its 
stand for freedom by partial appeasement and thus 
fall victim to piecemeal socialization... Abraham 
Lincoln. observed that, “No nation can long endure 
half slave and half free.” It should. be even more 
obvious that no profession can permanently main- 
tain this imbalance. 
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Case Report from the University of Kansas Medical Center 
Edited by Glen R. Shepherd, M.D., and Mahlon H. Delp, M.D. 
Clinical Pathological Conference* 
Unexpected Death Following Surgery 


DR. DELP: The case we have today is from the 
surgical service. Dr. Revere will brief the history 
for us. 

DR. REVERE: This patient was a 69-year-old 
white woman. Her chief complaint was marked ab- 
dominal pain, for three weeks before admission. Two 
years prior to admission, the patient had an appen- 
dectomy which was followed one week later by a 
lump at the site of incision about the size of her 
fist. This never reduced but progressively enlarged. 
In the three weeks prior to admission, the mass hurt 
continually and she thought it enlarged. There was 
some pinkish drainage from the upper and lower 
end of the incision for about two months following 
the operation. There was no nausea or vomiting. 

In the past history, there was an appendectomy 
in 1947, 11 full-term normal deliveries. The family 
history was negative. System review revealed some 
exertional dyspnea for three months, ankle edema 
after standing, for one year; nocturia five times in 
the past year, incontinence for six months; weight 
eight years ago 140 pounds, with rapid gain and 
noted increase in appetite to weight of 290 pounds 
10 months ago, gradually lost to 21912 pounds at 
time of admission; weight loss was the result of 
diet. Menopause at age 45. 

Physical examination showed a very obese female, 
age 69. Bp 170/110. Pulse 78, full and irregular. 
Hair coarse, skin dry and scaly. Fundi normal ex- 
cept for minimal A-V nicking. ENT examination 
negative. Thyroid slightly enlarged. Breasts nega- 
tive. A few scattered coarse rales heard throughout 
the chest. PMI of the heart in the fifth interspace at 
the mid-clavicular line. There was a Grade I apical 
and basal systolic murmur. The pulse was normally 
and symmetrically spaced for many beats, then there 
would be four or five very close but equally spaced 
beats. Abdominal examination showed four-plus 
obesity with a large fat apron extending to several 
inches below the vulva; very fine old healed Mc- 
Burney scar and, surrounding this, with a diameter 
of about 10 inches, was a soft mass which was quite 
tender and in which loops of bowel could be felt. 
Tenderness prevented deep palpation here. Exam- 
ination of extremities showed minimal pitting 
edema of both feet. Neurological examination nega- 
tive. Rectal examination negative except for three 
large, external; hard hemorrhoidal tags. Pelvic ex- 
amination showed a chronic granulomatous soft 
lesion of the inferior urethral meatus; a large dif- 


*From the Department of Internal Medicine and Pathology. 


fuse obliterating cystocele and rectocele; cervix 
clean, small, completely stenosed; cervical os showed 
red punctate appearance; uterus could not be felt 
because of obesity. 

Laboratory examination: urinalysis showed acid 
reaction, 1.036 specific gravity, faint trace albumin, 
sugar 6.6 per cent, acetone and diacetic negative, 4-6 
pus cells/high-power field. RBC 4,700,000; WBC 
5,700, 84 per cent hemoglobin, 59 per cent polys, 
38 per cent lymphs, two eosinophiles, one monocyte. 
Wasserman and Kahn negative. NPN 24, creatinine 
1.0, sugar 214 mgm. per cent, sodium chloride 480, 
cephalincholesterol Flocculation negative at 48 
hours. X-ray of the chest showed normal chest and 
heart; osteo-arthritis of the dorsal spine. EKG not 
definitely outside normal limits. Consultation was 
held with Dr. Delp on second hospital day. His 
findings were moderate diabetes mellitus, hyperten- 
sive cardiovascular disease, arteriosclerotic heart 
disease (?) Class II, obesity. He suggested dietary 
management for the diabetes with a low caloric in- 
take and insulin later, if necessary. The patient was 
placed on a 100-75-50 diabetic diet, and the diabetes 
seemed to be under fairly good control with diet 
alone. 

On the seventh hospital day under spinal anés- 
thesia, lipectomy and herniorraphy was done. The 
hernia contained incarcerated intestine and after 
this was dissected free, the hernia was repaired by 
overlapping the fascia as one layer in a vertical 
fashion and the large apron of fat was excised. Post- 
operatively the patient required gastric suction, re- 
quired insulin to as much as 40 units a day while 
receiving intravenous fluids. On her fourth post- 
operative day, she developed a swollen painful, ten- 
der, cyanotic left leg. Homan’s sign was negative. 
This was considered a thrombophlebitis. The pa- 
tient was placed on dicumerol therapy, required gas- 
tric suction intermittently because of abdominal dis- 
tension and vomiting, and on her 10th post-opera- 
tive day her course was complicated by a wound dis- 
ruption. This was repaired under general anesthesia 
consisting of pentothal sodium and nitrous oxide 
with oxygen. At that time prothrombin time was 10 
per cent of normak EKG done three days later 
showed sinus tachycardia of 107, with low voltage 
in the precordial leads but otherwise not outside the 
normal limits. 

At about 11 a.m. on her 24th hospital day or seven 
days after the repair of the wound disruption, the 
patient started to go into shock slowly. At 1:30 
p.m., physical examination revealed her to be 
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dyspneic, tachypneic, and she had tachycardia with 
no pulse and difficulty in counting the rate at the 
apex. She developed cyanosis, cold skin, profuse dia- 
phoresis; no pain, no cough, no other discernible 
physical findings. Blood chlorides 430, blood sugar 
187. EKG showed sinus tachycardia and right bun- 
dle branch block which had appeared since the last 
EKG which, with associated clinical findings, sug- 
gested the possibility of pulmonary embolism. The 
patient was given nasal oxygen, coramine, fluids, 
blankets, plasma, dicumerol, and quinidine. At 3:00 
p-m. her condition deteriorated further. She was 
given digoxin through plasma tubing without bene- 
fit. The patient died at 3:16 p.m. on her 24th hos- 
pital day. 

QUESTION: How did the prothrombin time run 
following the wound disruption? 

DR. REVERE: The day following the wound dis- 
ruption, the prothrombin time was 20 per cent of 
normal and we did not give her any dicumerol then. 
Two days later it was 61 per cent of normal. The 
third day it was 68 per cent of normal and on the 
fourth day 59 per cent of normal, etc. It so hap- 
pened that on the day before death she was given 
dicumerol and apparently we didn’t give enough to 
bring her prothrombin time down to therapeutic 
level at all. 

QUESTION: What was the blood sugar at the 
time of operation? 

DR. REVERE: On the morning of operation, her 
blood sugar was 204 and that afternoon it was 304, 
after surgery. The following day it was 252, 293, 
etc. It didn’t seem to make much difference how 
much insulin she had, her sugar ran around 200 
which is a little high. 

QUESTION: What kind of insulin did she get 
and at what time of day did she receive it? 

DR. REVERE: Regular insulin and she had it as 
10 units four times a day. She had 15 units of regu- 
lar insulin with her IV fluids. 

On the day she developed her thrombophlebitis 
she had practically no fever. On the preceding day, 
her temperature was as high as 100.8. 

QUESTION: When was the last blood count 
done and what was it? 

DR. REVERE: On her third post-operative day 
to her wound closure but the 13th post-operative 
day to her major surgery, the white count was 22,400 
with 90 per cent polys, Hb 13.2 grams. 

QUESTION: Was there any marked hyperten- 
sion? 

DR. REVERE: Her blood pressure was 170/110 
whenever she had her EKG’s. It was recorded that 
way for all of them apparently. On the day of her 
death it was 160/120. 
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DR. DELP: Dr. Cochran, will you show us the 
EKG’s on this patient? 

DR. COCHRAN: The first electrocardiogram 
taken pre-operatively simply shows sinus rhythm. 
The electrocardiogram taken pre-operatively is thus 
not really abnormal. The second, which was taken 
three days following repair of the wound disruption 
simply shows the original sinus tachycardia and no 
other abnormalities except low voltage in the three 
standard leads. Ordinarily we think of five mms 
as the lower limit of normal. The deflections in 
Lead I are something like that. In the precordial 
lead where the lower limit is normally nine, again 
these are slightly below that level. The last cardio- 
gram, which was taken on the day the patient ex- 
pired, shows a distinct change in Lead I with a 
marked tachycardia about 150 and the QRS complex 
has widened to 0.12 and slightly more. There is a 
deep wide S wave in Lead I. Ordinarily that means 
the appearance of right bundle branch block. There 
is a broad and late R wave in Lead I indicating that 
right bundle branch block has developed. The volt- 
age still remains on the low side in the standard lead 
In summary, there is a very rapid rate around 150 
to 170 and probably right bundle branch block. 

DR. GERMAN: X-ray of the spine five days te- 
fore operation showed marked hypertrophic ar- 
thritis of the dorsal spine. The heart was normal by 
x-ray. The heart and lungs were considered normal 
by Dr. Tice. That is the only film we had. No films 
were taken after the patient developed her acute epi- 
sode. 

DR DELP: It seems quite clear that this patient's 
diagnosis up to the time of death is fortified by very 
tangible information such as the elevation of the 
blood pressure which is easily verified, and the 
hyperglycemia as well as glycosuria, making the diag- 
nosis of diabetes meHitus and hypertensive vascular 
disease assured. The diabetes mellitus was probably 
rather moderate. The patient also had the surgical 
diseases mentioned. She had a hernia following a 
previous operation, with incarceration of certain ab- 
dominal viscera within that hernia. I made the diag- 
nosis of hypertensive cardiovascular disease and 
arteriosclerotic heart disease with a question mark. 
The reason I questioned it was because there was 
very little evidence from the standpoint of the EKG 
to show that this myocardium was suffering from 
coronary insufficiency. But being rather cautious, I 
desired to put the diagnosis down. 


We know that coronary disease is not so common 
in a female unless the female has hypertension or 
unless she is past 60 or unless she has diabetes melli- 
tus. Well, it happens that this patient was positive 
in all of those categories. So I felt that perhaps even 
in the absence of any marked retinal changes (al- 
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though she had mild retinal changes), or marked 
changes in the EKG, I should make the diagnosis of 
coronary disease or arteriosclerotic heart disease. 
Now actually I classified this patient from the stand- 
point of being a cardiovascular risk for surgery, as 
a Class II patient. This was not based upon what I 
have heard and not upon her hypertension, but rather 
upon the presence of organic heart disease as well 
as her obesity. I don’t know just how tall this patient 
was, but I doubt if she was more than five feet two 
or three inches in height and weighed very recently 
almost 260 pounds, so she was very obese. The dia- 
betes in itself adds a less favorable atmosphere to 
the prognosis, but still I thought she was no worse 
than a Class II risk from the standpoint of surgery. 

Now we can’t be satisfied with those diagnoses, 
even as Clear cut as they are as a final explanation of 
this patient’s death, so we simply must probe a little 
bit deeper. Mr. Puntenney, may we have your dis- 
cussion of this case? 

MR. PUNTENNEY (student): This is a patient 
with complications of diabetes following surgery. 
The question comes up as to whether the wound dis- 
ruption was contingent upon her diabetic status. If 
the diabetes is under control, usually there is no 
trouble in wound healing. However, due to the fact 
that the hyperglycemia was comparatively under 
control at the time of surgery, I don’t believe the 
hyperglycemia had much to do with the disruption 
of the wound. 

In regard to the cause of her death, the thrombo- 
phlebitis of the left leg may be important. Following 
that, embolic phenomena could have taken place ac- 
counting for the rest of the course of her illness. 
However, it all depends upon which textbook you 
are reading as to whether thrombophlebitis can 
actually occasion the release of emboli. For example, 
Cole and Elman state quite positively that they have 
rarely seen it in adults. 


The actual cause of her death may have been either 
pulmonary infarction, myocardial infarction, or a 
hemorrhagic diathesis. I think that Dr. Revere tried 
to rule out the hemorrhagic diathesis by stating her 
prothrombin levels up to the time of death. These 
were considerably above the therapeutic level. 


In regard to distinguishing pulmonary embolism 
from myocardial infarction, the symptoms they 
evoke are rather hard to differentiate. In the case of 
pulmonary embolism, the. cardiogram complexes 
would be considerably more regular than was shown 
here. The patient had a rather gradual onset of her 
symptoms which one doesn’t usually associate with 
a pulmonary infarction. The EKG is not too helpful 
in differentiating, because the signs of a myocardial 
infarction and a pulmonary infarction can be similar. 
There is a quite a bit of evidence to suggest here a 
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diagnosis of myocardial infarction. She is a diabetic 
over 60 years of age. There is a greater tendency in 
diabetics for arteriosclerosis, especially in the oer 
age group. If the lesion were of a rather minimal 
character, then the clinical onset might not be as 
rapid as usually occurs. She didn’t have the pain one 
usually associates with coronary occlusion, but a cer- 
tain small percentage of myocardial infarction cases 
occur without pain. Thus the absence of pain isn’t 
too significant. Although I am not sure what the 
diagnosis is, I strongly favor occlusion of one of the 
coronary vessels. 

DR. DELP: Do you think this patient’s diabetes 
was under good control with blood sugars running 
from 169 to 310? 

MR. PUNTENNEY: I think there was quite a 
bit of blood sugar regulation but it certainly doesn’t 
appear to be adequate. 

DR. DELP: Would you have used protamine 
zinc insulin, regular insulin, or a combination of the 
two? 

MR. PUNTENNEY: I would have used regular 
insulin. 

DR. DELP: Why? 

MR. PUNTENNEY: In the diabetic, instability 
often temporarily follows surgery. We have better 
control with a short-acting insyjin. 

DR. DELP: Dr. Rumold? 

DR. RUMOLD: [Id like to have this patient re- 
viewed alk over again. In the first place let’s visualize 
a very short stubby woman only about five feet tall 
and weighing in the neighborhood of 230 to 260 
pounds. She had a tremendous incisional hernia and 
she had a lot of pain with it. She had been treated 
on the outside for three weeks before she came into 
the hospital, and she wasn’t getting any better. In 
fact, she was vomiting considerably when she was 
put in the hospital. 

After the medical department felt that they had 
her diabetes under control, we were given the go- 
ahead. From a technical standpoint, the hernia was 
not difficult to repair. It looked a lot worse than it 
really was. There was a relatively small hole in the 
fascia. It was repaired and about 15 pounds of ab- 
dominal fat was removed from the abdominal wall. 
An adequate closure was made and the operation 
didn’t take long. 

The next complication noted was that she started 
to cough quite a little bit and this exerted consider- 
able pressure on her wound. Then she developed a 
left phlebothrombosis or thrombophlebitis, which- 
ever you want to call it, and this caused a lot of 
edema and pain in her left leg. After heparin and 
dicumerol were started, that gradually disappeared. 
At the time she had her wound disruption 10 days 
later, her leg was not very badly swollen and she had 
not had any pain. 
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At this second operation, there was absolutely n> 
evidence that healing had taken place in the 10 days. 
I think one of the factors causing this was incom- 
plete control of her diabetes. Also, we had not quite 
controlled the mechanical pressure on her incision 
and she got a little distention which produced pres- 
sure on her wound preceding the wound disruption. 
We had to give her a general anesthetic in order to 
close this wound. Usually we give a local anesthetic, 
but we were not able to completely close this wound 
without a general anesthetic. She got along very well 
and even had some bowel movements following the 
clesure of the wound, and in the morning when we 
made rounds she was better than she had been in the 
past four or five days. About 11 o'clock they called 
me and said that she was in a state of shock and at 
abcut 3:00 o'clock she was dead. 

I doubt if the death was a result of pulmonary in- 
farction because if she had developed that I think 
she would have died very shortly. The most prob- 
able thing would be some sort of coronary occlusion. 
However, we have to consider pulmonary infarction 
tecause of the embolus in her left thigh. 

Now let us see, in going back over the case, what 
we might have done better. The hernia was not so 
serious but what we could have sent her home to 
lose another 50 or 100 pounds of weight and I think 
she would have been in much better shape. But this 
hernia was so large that treatment was difficult. We 
couldn’t even be sure what was in the hernia. It felt 
like her whole abdominal contents were in that 
hernia. She had such pain, and people do die of 
pain, that we were driven to desperation to do some- 
thing for this patient. 

DR. DELP: Dr. Cochran, do you think from your 
knowledge of the history and your knowledge of the 
EKG’s that this patient died of myocardial infarc- 
tion or coronary occlusion? 

DR. COCHRAN: There was a possibility the 
pati:nt had pulmonary embolism in view of the 
clinical background. She had a thrombophlebitis, 
was obese, and had just undergcne two operations. 
Then she rather suddenly expired within a period of 
several hours without physical pain and with pro- 
gressive dyspnea and cyanosis and with an electro- 
ca:diogram showing subsequent changes from a 
rclatively normal cne to one which we too frequently 
see in the early stages of right bundle branch block 
following pulmonary embolism, presumably due to 
acute corpulmonale. I would simply lean toward that 
diagnosis. It is possible the patient could have had 
an occhusion. Occasionally there are early chang:s 
which are not recorded in the electrocardiogram. 
Taking all findings together, I consider it is more 
likely that the patient had pulmonary cmbolism. 

DR. DELP: If the patient did not have pulmonary 
embolism, how do you explain that EKG? 
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DR. COCHRAN: It’s a little difficult. In the. 
first place, a right bundle branch block can occur 
anywhere along the clinical course of a patient with 
hypertensive degenerative heart disease. Ordinarily 
if it is due to an embolism and infarction, and oc- 
casionally we see right bundle branch block oc- 
curring with infarction, it does not obscure the evi- 
dence of an infarction and you can make both diag- 
noses like myocardial infarction plus right bundle 
branch block. There is no definite evidence of in- 
farction on this EKG. 

DR. DELP: Does anyone else- have any sugges- 
ticns as to the cause of death? 

DR. VALK: Would it be unusual for a patient 
to develop a coronary occlusion with the prothrom- 
bin time as low as this? 

DR. DELP: Well, we don’t know exactly how 
low that prothrombin time was. It probably was 
somewhere close to 70 per cent of normal. 

DR. VALK: On the day of operation it was 20 
per cent. 

DR. DELP: Yes, I know, but then we have sub- 
sequent readings which went to 60 per cent, 68 per 
cent, and 69 per cent. Actually at the time of death, 
although the patient received some dicumerol on 
that day, we have no good evidence that it had much 
of an effect on the prothrombin time. 

COMMENT: The patient had received gastric 
suction for three days post-operatively and dicumerol 
was started on Monday with 150 mgm. by tube, and 
then on Tuesday, Wednesday, and Thursday she had 
200 mgm. a day with no appreciable effect on her 
prothrombin time. 

DR. DELP: So coronary thrombosis could have 
occurred as well as myocardial infarction. Of course, 
we do know that in cases of patients primarily suf- 
fering from myocardial infarction, they will actually 
have complications with prothrombin levels perhaps 
40 per cent of normal, 30 per cent of normal, and 
even much lower than-that. 

DR. CALKINS: I can’t tell from the protocol 
just what part peritonitis might have played toward 
the end of this patient's illness. 

DR. DELP: Dr. Revere, do you consider periton- 
itis as being a possible cause for the final collapse 
state? 

DR. REVERE: I didn’t think the patient had 
peritonitis, but we always talk about it when w? 
close up the wound. Most of our patients do not 
have peritonitis following surgery. 

DR. DELP: Dr. Valk, do you think this patient 
had peritonitis? 

DR., VALK: No. 

DR. RUMOLD: Dr. Delp, I would like to ask 
you 4 qyestion. Do you think that this patient's 
blood sugar was adequately controlled? 

DR. DELP: No, Dr. Rumold, I do not think this 
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patient's diabetes was adequately controlled. While 
‘we don’t know for certain that has too much to do 
with wound healing, we were told in the past that it 
does. I think that probably if she had been under 
excellent control prior to surgery, her blood sugars 
would have been lowered so they would have stayed 
below 200. However, I think the internist is always 
a little cautious when he thinks the patient probably 
has coronary disease. He is cautious in administering 
large doses of insulin because he certainly wishes to 
avoid hypoglycemic shock, since it is not good for 
the patient and is likely to produce coronary throm- 
bosis and myocardial infarction in itself. 

This patient's diabetes was a bit unusual as dia- 
betes in aged patients frequently is. It is not the type 
of diabetes that you see in the young individual who 
is insulin-sensitive. Perhaps this patient was not too 
resistant to insulin, but she was an aged patient, had 
rather high blood sugars with no diacetic acid or 
acetone ever appearing. The type of diabetes that 
we see in the patient who is extremely obese is sim- 
ilar to the type of diabetes we see in the patient who 
has primary liver disease as the cause of his hyper- 
glycemia. It probably should be so called rather than 
identifying it with the more truly classical diabetes 
mellitus as seen in young people. 


Pathological Findings and Discussion 

DR. CHANEY: There is a partially healed in- 
cision 38 cm. in transverse measurement at the um- 
bilicus. There is a 12 cm. extension downward from 
the center of this incision. The abdomen is pro- 
truberant with 10 cm. fat and a pocket of sero- 
sanguinous foul-smelling fluid in the area of the 
position of fat and hernial tract. The umbilicus is 
involved in the surgical incision. The left leg is 
markedly swollen and edematous with some in- 
creased redness. A focal granular peritonitis appears 
in the region of the incision and there are a few soft 
friable adhesions between occasional loops of small 
gut. Four inches of small intestine are herniated 
through a dense fibrous ring in the region of the 
femoral canal. 

Heart weight is 312 grams, conical shape, and 
flabby. The coronary arteries show minimal sclerosis. 
The lungs are normal in weight and consistency ex- 
cept for scattered areas of superficial adelectasis. 
Pulmonary vessels are patent. The liver weighs 
2,070 grams and is not grossly remarkable. Pancreas, 
kidneys, and adrenals are not remarkable. 

DR. BOLEY: A histological diagnosis of a myo- 
cardial infarction in a matter of four hours is diffi- 
cult. Mallory, in 1939, had a very good article on 
myocardial infarction. His statement is that up to 
about one hour, it is very difficult to find any 
change. At that time, you will have a beginning 
change in the staining of the myocardial fibers in 
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that they will stain more acidophilic. You will notice 
in this section of the right myocardium that the 
number of leucocytes is increased. The stroma is 
waxy and edematous but there are many more polys 
here than you would expect to find. Now, according 
to Mallory, leucocytes make their appearance after 
12 hours. So that makes a little bit of doubt in our 
minds that this condition had existed only four 
hours. 

Another thing that is present here is the variation 
in staining. It isn’t marked, but once in a while we 
run across fibers a little more acidophilic which 
would suggest early necrosis. Under higher power 
and with H and E staining, we could show that 
there is some loss of cross-striations, and that in it- 
self would tend to establish the duration of the 
myocardial infarction. 

None of the left ventricle sections show inflam- 
matory infiltration. So while we do feel that we have 
an early beginning infarction in this case, all we can 
say positively is that it is acute myocarditis. We have 
to stretch it a little to call it infarction on micro- 
scopic evidence. 

This patient was a diabetic and this brings us to 
a section of pancreas. Here is an islet which shows 
coiumnar hyperplasia and another islet has marked 
amounts of hyalin with lack of islet cells. That in 
itself doesn’t say diabetes, but it is a finding that 
does occur more commonly in diabetics than it does 
in normal individuals. The liver was mentioned and 
insofar as liver damage is concerned, you might like 
to see the amount of fat in the liver. Most of the 
fat is around the central zones. However, we do find 
an increased number of lymphocytes in the portal 
spaces. There is also an increased number of polys 
there as well as in the sinusoids. 

The right heart measured six mm. in thickness, 
the left ventricle measured 17. That represents 1 
little more hypertrophy of the right heart than it 
does the left and we find in the lung a little increased 
thickness in many of the arterial walls and a ten- 
dency for hyalinization. That is more particularly 
noted around the splanchnic area, in the adrenals. So 
that our conclusion in this case, Dr. Delp, is that we 
have changes of a generalized arteriosclerosis which 
isn't marked, in fact it is even slight in the coronary 
arteries. We have arteriolosclerosis which would give 
rise to a hypertension and we think this individual 
died with acute myocardial infarction. 

The complete anatomical diagnosis is: arterio- 
sclerosis of the aorta and splenic arteries, moderate 
and of the coronary arteries, slight; arteriosclerosis 
of the pulmonary and splenic vessels; acute conges- 
tive myocarditis (early myocarditis); congestions 
and edema of the lungs, shight. Partially healed ab- 
dominal incision with focal fat necrosis; fibrinous 
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| 30-DAY TEST REVEALED 
“Not one single case 
: throat writation due to 


smoking CAMELS!” 


Yes, that’s what throat 
specialists reported after 
making weekly examina- 
tions of the throats of 
hundreds of men and 
women from coast to 
coast whosmoked Camels, 
and only Camels, for 30 
consecutive days. 


According to a Nationwide survey: 


More Doctors Smoke CAM 


than any other cigarette 


Doctors smoke for pleasure, too! When three leading independent research organizations 
asked 113,597 doctors what cigarette they smoked, the brand named most was Camel! 
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peritonitis, focal; phlebothrombosis, left leg; hya- 
linization and columnar hyperplasia islands of Long- 
erhans; vacualization of the renal epithelium; fatty 
metamorphosis of the liver; obesity. 

DR. WAHL: I am not sure that this patient died 
of acute myocardial infarction. There is no question 
in my mind that this patient died of acute myocardial 
failure but I don’t say that there is infarction there. 
I do say that this heart is a soft, flabby heart and the 
heart shows extensive degenerative changes in addi- 
tion to numerous areas of myocardial fiber replace- 
ment by chronic clumps of polys. There is definite 
heart damage of some type, no question about that. 

Summary 

The diabetic patient, the obese patient, or the 
patient with hypertension always presents added 
hazard to the surgeon. As illustrated in this case it 
is desirable to resolve as many of these hazards as 
possible before surgery. If surgery had not been 
immediately indicated, as here, the outcome might 
have been altered by a prolonged period of weight 
reduction and closer diabetic management. 


Kansas Medical Students’ Union Building 

Leaders of Kansas medicine have been mindful 
of the lack of facilities for students, both under- 
graduates and those taking refresher courses at the 
University of Kansas medical school. Some of the 
schools such as the University of Minnesota have 
solved the problem with benefits and comforts 
particularly for their postgraduate students. 

Many months ago Dr. Franklin D. Murphy, dean 
of the medical school, conceived the very fine idea 
of getting a new student union building on the 
Kansas City campus as a memorial to students, 
faculty, and men of Kansas medicine. The Francisco 
Memorial Funds, on hand, are to be used in the 
basement of the proposed building for gymnasium 
facilities and a floor consisting of modern rooms 
for Kansas doctors and their wives who happen to 
be taking advantage of postgraduate or refresher 
courses, for which there were 1000 registrations 
last year. This floor would be considered the home 
and headquarters of Kansas medical men. 

Dr. Murphy proposed the plan to the council 
some months ago, and it was unanimously indorsed. 
Dr. F. R. Croson was selected as chairman. The 
organization is set up by councilor districts with 
the counties as individual units having one or more 
chairmen. There are, however, some special com- 
mittees for the larger counties. It is urged that 
every county, if not already organized, should have 
its chairmen selected at once. Most county meetings 
will be resumed in September, and this memorial 
fund should be on each county’s order of business. 


Funds are paid into the central office, 512 New 
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England Building, Topeka. When money is received, 
the donor is promptly mailed a receipt. Save this 
receipt for your income tax return. The central 
office has already received some substantial contri- 
butions, and one Kansas physician pledged $5,000, 
half of which has been paid. 

Kansas medicine has occasionally been presented 
with a worth while opportunity. At the time when 
many of our members were in service, Kansas 
medicine made possible postgraduate instruction 
for those men upon their return. Kansas medicine 
and friends now have another golden opportunity to 
do something for students and graduate men of 
medicine which wilk reflect credit to ourselves and 
our professional posterity. Let us take advantage of 
this opportunity to build a living memorial for 
medical men at the University of Kansas Medical 
Center—J. W. Randell, M.D.. Vice Chairman. 

Grant to University of Kansas 

The University of Kansas School of Medicine has 
received a three-year grant totaling $36,000 from the 
United States Public Health Service, according to 
an announcement made last month. The sum of 
$10,000 was made available for the fiscal year end- 
ing June 30, with authorizations of $12,000 and 
$14,000 for the two years following. 

The funds will be allotted to the Department of 
Psychiatry. Dr. William Roth, Jr., chairman of the 
department, reports the grants will help finance an 
expanding program of undergraduate training in 
clinical psychiatry through an enlarged faculty. 


Clinical Conference in Kansas City 

The Kansas City Southwest Clinical Society will 
present its 27th annual fall clinical conference, Oc- 
tober 3-6, 1949. The four days will be devoted to 
scientific presentations, clinicopathologic confer- 
ences, citizen-physician forums, round table lunch- 
eons with question and answer periods, scientific 
and technical exhibits, movies and entertainment. 

Speakers to be heard are: Dr. Edgar V. Allen, 
Rochester, medicine; Dr. Harry E. Bacon, Philadel- 
phia, proctology; Dr. Grayson L. Carroll, St. Louis, 
urology; Dr. O. T. Clagett, Rochester, surgery; Dr. 
R. W. Danielson, Denver, ophthalmology; Dr. Au- 
brey Hampton, Washington, radiology; Dr. Lewis 
M. Hurxthal, Boston, medicine; Dr. Frank H. Lahey, 
Boston, surgery; Dr. Virgil H. Moon, Winston- 
Salem, pathology; Dr. Walter L. Palmer, Chicago, 
medicine; Dr. John L. Parks, Washington, otolaryng- 
ology; Dr. I. S. Ravdin, Philadelphia, surgery; Dr. 
Wolf W. Zuelzer, Detroit, pediatrics. 

Programs may be obtained from the Kansas City 
Southwest Clinical Society, 630 Shukert Building, 
Kansas City 6, Missouri. 
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Do rsey Your Way 


FOLLOWING a parallel route to a similag 
destination, the ethical pharmaceutical 
maker necessarily keeps the progress and 
direction of scientific medicine constantly 


in view. 

For a closer look at medicine’s progress 
and full comprehension of its implications, 
the Smith-Dorsey Company has expanded 
its research facilities, secured increased re- 
search grants and added research personnel. 
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Medicine in Europe 

Editor's Note. The following report on medical 
practice in European countries was received August 
31, 1949, from Dr. F. R. Croson, Clay Center, presi- 
dent-elect of the Kansas Medical Society. This is the 
first of a series of articles Dr. Croson will write as 
he and Mrs. Croson tour Europe. 

To the officers and members of the Kansas Medi- 
cal Society: 

To date we have visited in England, Scotland, 
Norway and Sweden. We arrived in Denmark this 
afternoon and as yet have not had time to collect 
any information here. 

The medical situation in England is chaotic— 
as is their economy. I think it is advisable to con- 
sider the background for a moment. The Labor 
Government came into power at the end of a long 
and expensive war. Men were anxious to get out 
of the army and navy and they were told to support 
the Labor ticket and they would be demobilized im- 
mediately. Many people in England and Scotland 
are of the opinion that this one political move is 
responsible for their government today. I heard 
many remarks from many people. Some were: “They 
promised us everything and are giving us nothing.” 
“Rationing is more severe now than it was during 
the war.” We need Churchill back.” “The Labor 
party is allright and has done the best it can but 
it has no statesmen, leaders, or brains.” 

One must remember also that the British have 
suffered under a severe ration for ten years. Two 
ounces of meat a week—the equivalent of a dozen 
wieners or two cans of spam a month—one egg 
every week, and many weeks go by without any. 
Two ounces of cheese a week and sweets are rigidly 
rationed again—they were off ration for a few 
months. Clothing is off ration but here they must 
pay a 30 per cent purchase tax to buy any. Purchase 
taxes are from 30 to 100 per cent on all articles 
off ration. Cars cost about 250 per cent more than 
in the United States. The diet is very monotonous. 
One rapidly tires of boiled vegetables and small por- 
tions of meat or fish. They have no fat to fry any 
foods. Steak and roast beef are only memories. 

To get back to the medical situation. The attitude 
of the profession is one of suspicion because the 
promises made to the profession have not been ful- 
filled. The plan has been in operation for 14 months 
and as yet the doctors have not received their con- 
tracts. There is a sharp division between general 
practitioners and specialists. Really about the only 
things a general practitioner needs are an office, a 
telephone, and some government’ forms. An ab- 
dominal case is referred to the surgeon, a renal 
case to the urologist, a heart case to the cardiologist, 
etc. They do no real work in their offices and are 
amazed that the American doctor does minor surgi- 


cal procedures in the office instead of sending all 
patients to the hospital. 

The result of such methods is that the hospitals 
are swamped. They are understaffed as far as 
nurses and doctors are concerned and are woefully 
short in equipment and even medication. Tonsillec- 
tomy patients must wait for six months to two years. 
I had pne gynecologist in Scotland tell me that he 
had perineal repair cases noted for operation which 
he knew would have to wait three to five years 
before they would be hospitalized. Some locations 
have case workers who decide which cases shall be 
hospitalized. These case workers are registered 
nurses but due to the acute shortage of nurses some 
of them have been called back to hospital work and 
as a result there is no one who can state with 
authority which case may be admitted to the hos- 
pital. Just one phase of the chaos! Most obstetrical 
cases are delivered in the homes. A visiting nurse 
tries to visit the home prior to the labor and makes 
suggestions which are supposed to be a help to the 
physician and to add a margin of safety for the 
expectant mother. 

The general practitioner receives 16 shillings 
($3.21) per patient per annum. He is allowed to 
have as many as 4,000 patients on his list but the 
average is about 2,000. To this fee is added mileage 
and an obstetrical fee (for prenatal, delivery and 
postpartum care) of seven pounds and ten shillings 
(about $30). 

To become a specialist one must complete an 
internship and then become a Junior Registrar 
serving in a hospital for a few years at 800 pounds 
per year. After an indefinite time and some examin- 
ations he is promoted to a Registrar and receives 
900 pounds per year. He is then advanced after 
proper time and examinations to a Senior Registrar 
at a salary of 1,200 pounds per year but at this 
time he must be 32 years of age. Then at 40 years 
of age he may be appointed a Consultant or Special- 
ist by a committee of the B.M.A. in his specialty. 
Even the committee regards its task as absolutely im- 
possible. This same committee has the authority to 
increase a consultant’s salary 500, 1,000, or 2,500 
pounds a year for “unusual” accomplishments. The 
consultant's salary is 1,800 pounds a year, and 5,250 
pounds a year is absolutely the maximum. That is 
$21,000 at the current British exchange. 

One surgeon told me that the entire plan was 
unnecessary as all the people of England were ob- 
taining good medical care before the plan. He also 
said that if such a plan had to come into effect it 
was at least 50 and perhaps 100 years too soon. 

Quoting in part from New York Times Inter- 
national Air Edition, August 25, 1949, headlined 
“British weigh cuts in social services. London finan- 
ciers cal step necessary to save dollars. 
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a And the Meat They Eat 
” The established relationship between sound dietary planning 
es and a state of maintained good health emphasizes the nutri- 
er tional importance of meat, man’s favorite protein food. 

a Not only does meat taste good, but of greater significance, 
- it provides a host cf nutritional benefits. Developments in the 
ry field of nutrition* have proved that complete protein—the 
y. kind that meat supplies in abundance—aids in building and 
n- maintaining immunity, hastens recovery after acute infectious 
to diseases and following injury and burns, promotes health 
0 during pregnancy, aids in the growth and development of 
e FRR, husky children, and is needed to maintain everyone in top 
physical condition. 
ver No matter from what walk of life your patients come, and 
® The Seal of Acceptance denotes that whether their pocketbooks demand economy or permit satis- 

¢ nutritional statements made in 
si this advertisement are acceptable to — faction of that urge for the fanciest cuts, meat gives them full 
the Council on Foods and Nutrition 

0 of the American Medical Association. | value for their money. 
. *McLester, J. S.: Protein Comes Into Its Own, J.A.M.A. 139:897 (April 2) 1949. 
American Meat Institute 
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“The health service, whereby everyone can get 
free treatment from the doctor, dentist and wig- 
maker, is still running far ahead of its estimated 
cost and consideration is being given to plans for 
increasing the workers’ contribution and the levy- 
ing of a fee for the services as a psychological 
deterrent to hypochondriacs.” 
* * * 

Norway presents a picture of completely social- 
ized medicine for over 30 years. They are all happy 
about it—patients and doctors—and it works beau- 
tifully. It is absolutely compulsory for the low in- 
come group and voluntary for the higher income 
groups. They all subscribe to the plan. It provides 
all medical care, except the cost of the first call. 
This is a minimum of six kroner ($1.40) which the 
patient must pay but two-thirds of this is eventually 
refunded to him. It does not pay for medicine nor 
for dental work except extractions. One surgeon 
there told me that he belonged to the plan and it 
cost him 125 kroner ($25) per year for himself and 
his family. 

The hospitals are large, modern and adequate and 
are well staffed. Dr. Semd, chief of the surgical 
staff at the Ullevaal Hospital in Oslo, told me that 
he had an excellently trained staff. He also told me 
that the men under him loved their work but at 
the same time assured me that none of them would 
ever have much opportunity to get ahead in the 
world but after all that was not necessary as every- 
one is a charge of the state at 65 years of age. 

Norway is completely nationalized along other 
lines also. One must remember too that it is a small 
country with three million inhabitants and they are 
all (98 per cent) Norwegians!! 

* * * 

I was of the opinion that Swedish medicine was 
entirely socialized but found that it was not. A bill 
has been passed and socialization will become na- 
tional next year. There is a lot of socialization in 
Sweden, however. Much of it is on a cooperative 
basis but they do not regard it as such. 

The city of Stockholm owns a large hospital and 
any resident of Stockholm, rich or poor, may come 
there for treatment for a very small sum—about a 
dollar a day. I spent a morning at the Sodersjuk- 
huset hospital and met Dr. Branborg, chief of the 
surgical staff, but he could not talk English and I 
was referred to Dr. Lindo who was very gracious to 
me. I met him at 9:00 a.m. and we went through 
the surgical wards and at 9:40 all the surgical staff 
went to the x-ray department to review all the films 
taken the day before. The entire staff views these 
films in three groups, the brain surgeons, the general 
surgeons and urologists and then the internists. 
After the review the surgery for the day began. 
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There are two separate and distinct surgical staffs 
in this hospital, and friendly competition as to 
results is very keen. Each staff is composed of a 
chief, six first assistants who are men who have had 
from six to 18 years surgical training, and nine 
second assistants who have done less than six years 
of surgery. The first assistants actually do most of 
the work. The staff organization of the other 
branches of medicine is similar. All assistants who 
work for the government are moved about Sweden 
from place to place and have appointments which 
vary from one to six years. 

Everyone everywhere is interested in American 
medicine and I constantly find myself being ques- 
tioned rather than being the questioner. 

I shall try to get a picture of the medical practice 
wherever I may be and pass it on to you. Lots of 
social aspects enter into medicine but I will try to 
keep them at a minimum. 

Sincerely, 
F. R. Croson, M.D. 


Urology Award 


The American Urological Association offers an 
annual award of $1,000 for essays on the result of 
some clinical or laboratory research in urology. 
Competition is limited to urologists who have been 
in such specific practice for not more than five 
years and to residents in urology in recognized 
hospitals. 

Information may be secured from Dr. Charles H. 
de T. Shivers, Boardwalk National Arcade Building, 
Atlantic City, New Jersey. 


Grant for Tularemia Research 


A grant of $5,040 by the National Institute of 
Health to Cora M. Downs, Ph.D., University of 
Kansas, Lawrence, to continue a study on Bacterium 
tularense was announced last month by the United 
States Public Health Service. The study, begun under 
a former grant, is specifically on “the pathogenesis 
of tularemia with special emphasis on the virulence 
and immunogenic factors in various strains of Bac- 
terium tularense.” 

This project is one of 217 studies in 94 institu- 
tions supported by such grants, designed to provide 
new scientific data on a wide variety of human ail- 
ments. Recommendations for grants are made by 
the National Advisory Health Council, and the pro- 
gram is administered by the Division of Research 
Grants and Fellowships, National Institutes of 
Health. 

A paper on the subject of tularemia, written by 
Dr. Robert A. Jordan and Dr. Downs, was printed 
in the August issue of the Journal. 
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ERNEST E. IRONS, M.D., President, The American Med- 
ical Association, Chicago, Illinois 

LAUREN V. ACKERMAN, M.D., Pathology, Associate 
Professor of Surgical Pathology and Associate Profes- 
sor of Pathology, Washington University Schocl of 
Medicine, St. Louis, Missouri 

WILLARD M. ALLEN, M.D., Obstetrics and Gynecology. 
Professor and Head of the Department of Obstetrics 
and Gynecology, Washington University School of 
Medicine, St. uis, Missouri 

JOSEPH S. D’ANTONI, M.D., Medicine. Professor of 
Clinical Tropical Medicine, University of Tulane, 
Senior Visiting Physician, Charity Hosp‘tal, New 
Orleans, Louisiana 

RALPH K. GHORMLEY, M.D., Orthopedic Surgery. Pro- 
fessor of Orthopedic Surgery, Mayo Foundation, Grad- 
uate School of the University of Minnesota, Rochester, 


Minnesota 

HORACE L. HODES, M.D., Pediatrics. Associate Profes- 
sor of Pediatrics, Johns Hopkins School. cf Medicine 
and Medical Director, Sydenham Hospital, Ba!lt:more, 


Maryland 

JOHN F. HOLT, M.D., Roentgenology. Associate Pro- 
fessor of Roentgenology, University of Mich‘gan 
School of Medicine, Ann Arbor, Michigan 

M. DIGBY LEIGH, M.D., Anesthesiology. Director, De- 
partment of Anesthesiology, Vancouver General Hos- 
pital, Vancouver, B.C., Canada 

FRANCIS M. LYNCH, M.D., Dermatology. Clinical Pro- 
fessor, Division of Dermatology, University of Min- 
nesota School of Medicine, Minneapolis, Minne:ota 


GENERAL ASSEMBLIES 


SEPTEMBER, 1949 


| ANNOUNCING THE NINETEENTH ANNUAL FALL CONFERENCE OF 
THE OKLAHOMA CITY CLINICAL SOCIETY—OCTOBER 24, 25, 26, 27, 1949 


DISTINGUISHED GUEST LECTURERS 


CLINICAL PATHOLOGICAL CONFERENCE ROUND TABLE LUNCHEONS 
SMOKER COMMERCIAL EXHIBITS 


POSTGRADUATE COURSES .(SYMPOSIA AND PANEL DISCUSSIONS) 


Registration fee of $15.00 includes all the above features 
For further information, address: Executive Secretary, 512 Medical Arts Building, Oklahoma City, Oklahcma 


CARL A. MOYER, M.D., Professor of Experimental 
Surgery, Southwestern Medical College of the Scuth- 
western Medical Foundation, Dallas, Texas 


LOUIS H. NEWBURGH, M.D.. Internal Medicine. Pro- 
fessor of Clinical Investigation, University of M/chi- 
gan School of Medicine, Ann Arbor, Michigan 


JOHN PARKS, M.D., Obstetrics and Gynecology. Prcfes- 
sor of Obstetrics and Gynecology, George Wash‘ngton 
University School of Medicine, Washington, D. C. 


DALTON K. ROSE, M.D., Urology. Professor of Clin‘cal 
Gen‘to-Urinary Surgery, Washington University Schcol 
of Medicine, St. Louis, Missouri 


ARNO E. TOWN, M.D., Ophthalmology. Professor of 
Ophthalmology, Jefferson Medical College, Philadel- 
phia, Pennsylvania 


JAMES ROSS VEAL, M.D., Surgery. Associate Professor 
of Surgery, Georgetown University School of Medi- 
cine, Washington, D. C 

JOSEPH B. VANDER VEER, M.D.. Internal Medicine. 
Assistant Professor of Clinical Medicine, Universitv of 
Pennsylvania School of Medicine and Assistant Pro- 
fessor of Cardiology, Graduate School of Medicine, 
University of Pennsylvania, Philadelphia, Pennsyl- 
vania 

JOHN M. WAUGH, M:D., Surgery. Professor cf Sur- 
gery, Mayo Foundation. Graduate School of the Uni- 
versity of Minnesota, Rochester, Minnesota 


DINNER MEETINGS 


Southeastern Circuit 


PITTSBURG HUTCHINSON 
INDEPENDENCE MANHATTAN 
FACULTY 


BUTCHER, THOMAS P., M.D., F.A.C.S., Surgeon, Em- 
poria; Diplomate, American Board of Surgery. 

COX, KENNETH E., M.D.. F.A.C.S., Instructor in Gyne- 
cology and Obstetrics, University of Kansas; Diplo- 
mate, American Board of Obstetrics and Gynecology. 

ECKLES, LUCIUS E., M.D., Pediatrician, Topeka; Dip- 
lomate, American Board of Pediatrics. 

HASHINGER, EDW. H., M.D., F.A.C.P., Clinical Profes- 
sor of Medicine and Chairman, Department of Port- 

raduate Medical Education. University of Kansas; 
‘Diplomate, American Board of Internal Medicine. 

LEGER, LEE H., M.D., F.A.C.P., Assistant Professor of 
Medicine and Director of Laboratories, University of 
Kansas; Diplomate, American Board of Internal Medi- 


cine. 

LEMOINE, ALBERT N., JR., M.D., Assistant in Oph- 
thalmology, University of Kansas; Diplomate, Ameri- 
can Board of Ophthalmology. 

LORHAN, PAUL H., A.B., M.D., F.A.C.P., F.ILC.A.. 
Clinical rPofessor of Surgery (Anesthesiology) and 
Chairman, Section of Anesthesiology, University of 
Kansas; Diplomate and Adjunct Member, American 
Board of Anesthesiology. 

McCONCHIE, JAMES E., M.D., Instructor in Radiology, 
aera of Kansas; Diplomate, American Board of 

iology. 

MORGAN, PHILIP W., M.D., F.A.C.P., Lecturre in 

icine, University of Kansas; Diplomate, American 
Board of Internal Medicine. 

ROMBOLD, CHARLES R., M.D., F.A.C.S., Orthopedic 
ore. Wichita, Clinic; Diplomate, American 

opaedic Surgery. 

RYAN, EDWARD J., M.D., F.A.C.P., Internist, Emporia; 
Diplomate, American Board of Internal Medicine. 


CONCORDIA 
COLBY 


SIX MONTHS CIRCUIT TYPE COURSE — 1949-50 


CENTERS 


Northwestern Circuit 
DODGE CITY 


SUTTON, RICHARD L., JR., M.D., Professor of Derma- 
tology and Syphilology and Chairman of the Depart- 
ment. University of Kansas; Diplomate, American 
Board of Dermatology and Syphilology; Consultant, 
Dermatoses Investiagtions Section, U.S.P.H.S.: also to 
Ellis Fischel State Cancer Hospital, Columbia, Mo. 


SUBJECTS TO BE DISCUSSED 


Surgical Emergencies of the Abdomen. 

The Enlarging Field of Surgery in Children. 

Analgesia in Obstetrics. 

Late Complications of Pregnancy and Labor. 

Infant Feeding. 

Upper Respiratory Diseases. 

A Considerat’on of the Aging Processes. 

Treatment Principles for the Aged. 

Laboratory Methods of Interest to the General Practi- 
tioner. 

Management of Iniuries to the Eye and Adnexa. 

Management of Infections of the Lids, Conjunct:va, Cor- 
nea ani Iris. 

Spinal Anesthesia. 

The Conduct of Anesthesia During Abdominal Surgery. 

X-Ray in General Practice; Gastro-Intestinal; Chest. 

The Electrocardiogram: and Asset and a Liability. 

Treatment of the Patient with Heart Disease. 

“Doctor, I'm Down in the Back.” 

Femoral Shaft Fractures: the Unsolved Fracture. 

Diabetes Mellitus—Practical Considerations. 

Recent Advances in Endocrinology. 

Contact Dermatitis and its Complications. 

Cancercus Diseases of the Skin. 
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ACTIVITIES OF MEMBERS 


Dr. F. E. Kunce, who has been on leave of ab- 
sence for three years while residing in La Jolla, Cali- 
fornia, has returned to Kansas and is now practicing 
in Wichita. 

* * * 

The Arkansas City Clinic announces that Dr. 
Roscoe F. Morton, specializing in internal medicine, 
is now a member of the staff. He was graduated 
from the University of Arkansas School of Medicine 
in 1942, spent three years in the Army medical 
corps, and has just completed a three-year residency 
in St. Louis. 

* * * 

Dr. Thomas Hood, who has recently been acting 
director of local health administration for the Kan- 
sas State Board of Health, has been named city- 
county health officer for Topeka and Shawnee 
County. He formerly was chief of the Cowley 
County health department and more recently studied 
at Harvard University School of Public Health. 

* * * 

Dr. L. J. Brethour, Junction City, has been named 
representative of the Geary County Medical So- 
ciety on the city-county board of health. He will 
serve as its chairman. 

* * * 

Dr. R. S. Roberts, who has been practicing in 
Wichita, has moved to Ottawa and has opened an 
office there. 

* * * 

Dr. J. B. Ungles, Satanta, who recently retired 
from practice, and Dr. Elbert McNeil, who recently 
began practice in Satanta, were guests of honor at 
a community reception at the Satanta high school 
July 22. 

* * * 

Dr. G. A. Westfall, Jr., who recently completed 
a residency in medicine at Winter Veterans Admin- 
istration Hospital, Topeka, has joined the staff of 


the Hertzler Clinic, Halstead. 
* * * 


Dr. Ralph Ball, Manhattan, announces that Dr._ 


Don E. Miller and Dr. Victor C. Hackney are now 
associated with him in practice. Dr. Miller has been 
doing surgical and pathological research in Wichita 
since his release from the Army medical corps. Dr. 
Hackney has completed a year’s residency in surgery 
at New Haven, Connecticut, and a year in pathology 
at the University of Oklahoma. 

* * * 

Dr. John Thurlow, Hays, announces that Dr. 
John Steward Moore, Washington, D. C., is now as- 
sociated with him in practice. Dr. Moore recently 
completed a course in orthopedic surgery at the 
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University of Pennsylvania Hospitals, Philadelphia. 
* * * 

Dr. Doyle A. Shrader, who recently completed 
a residency at General Hospital, Kansas City, Mis- 
souri, has opened an office in Des Moines, Iowa. 

* * * 

Dr. J. A. Mahre, St. Louis, is now associated in 
practice with Dr. E. C. Petterson, Plainville. He has 
just completed a year at St. Louis City Hospital as 
assistant resident in internal medicine. 

* * * 

Dr. Hector Morrison, Smith Center, began his 
50th year of practice on July 10. 
* * * 

Dr. J. T. Terry, who has been on the staff of the 
Achenbach Memorial Hospital at Hardtner since it 
opened in 1941, has announced his resignation. 

* * * 

Dr. John R. Adams of the Menninger Clinic staff, 
Topeka, spoke on “Psychology and the Soldier,” be- 
fore the officers of the Ground Service School at 
Fort Riley, July 27. 

* * * 

Dr. F. L. Feierabend, Kansas City, spoke to the 
Rotary Club there on “Voluntary Health Programs” 
at a meeting held in August. 

* * 

Dr. W. P. Callahan, Jr., was appointed director 
of laboratories at St. Francis Hospital, Wichita, last 
month. He succeeds Dr. C. A. Hellwig, laboratory 
director there for 25 years, who resigned because of 
poor health. 

* * * 

The Eddy Clinic, Hays, announces that Dr. Philip 
J. Clark is now a surgeon on its staff. Dr. Clark is 
a graduate of the University of Chicago School of 
Medicine, was a resident at Deaconess Hospital, 
Boston, for two years, and has been at the Univer- 
sity of Kansas Medical Center for the past three 
years. 

* * * 

Dr. John Aldis, formerly of Council Grove and 
Emporia, recently completed a two-year residency 
at Kansas City General Hospital and is now on the 
staff of the Fort Scott Clinic and Hospital. 

* * * 

Dr. J. W. Randell, Marysville, spoke at a recent 
meeting of the Marysville Chamber of Commerce 
on the dangers of socialized medicine. 

* * * 

Dr. Harlan H. Crank of the Menninger Founda- 
tion, Topeka, gave a series of lectures at a post- 
graduate course at the School of Medicine of Florida 
University recently. He spoke on convulsive dis- 
orders, anxiety states, alcoholism and psychiatric 
problems of those past middle age. 
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ANNOUNCEMENTS 


September 6-10—27th Annual Session, American Congress of Phys- 
ical Medicine, Netherland Plaza Hotel, Cincinnati, Ohio. Ad- 
dress American Congress of Physical Medicine, 30 North 
Michigan Avenue, Chicago 2, Illinois. 


September 26-28—Annual Meeting Southwestern Surgical Congress, 
Shamrock Hotel, Houston, Texas. All physicians invited. 


September 28—Sixth Annual Meeting American Medical Writers’ 
Association, Jefferson Hotel, St. Louis, Missouri. 


September 28-30—1i4th Annual Meeting, Mississippi Valley Med- 
ical Society, Jefferson Hotel, St. Louis, Missouri. No registra- 
tion fee. Address Harold Swanberg, M.D., secretary, M.V.M.S., 
209-224 W.C.U. Building, Quincy, Illinois. 


October 17-23—Clinical Congress, American College of Surgeons, 
Chicago. Including Sixth Inter-American Congress of Surgery. 
Headquarters at Stevens Hotel. Address Department of Public 
Relations, 40 East Erie Street, Chicago 11, Illinois. 


October 24-29—Course in Preclinical Science in Internal Medicine, 
American College of Physicians, at Washington University 
School of Medicine and St. Louis University School of Medi- 
cine, St. Louis, Missouri. Address E. R. Loveland, Executive 
Secretary, 4200 Pine Street, Philadelphia 4, Pennsylvania. 


October 27-29—Course in Gastrointestinal Surgery, Boston City 
Hospital, Boston, Massachusetts. Address National Gastroen- 
—— Association, Department GSJ, 1819 Broadway, New 

‘ork City. 


November 7-12—14th Annual Assembly and Convocation, Inter- 
national College of Surgeons, United States Chapter, Atlantic 
City, New Jersey. Open to all doctors of medicine interested 
in surgery. Address inquiries to Arnold §. Jackson, M.D., 
Secretary, Jackson Clinic, Madison 4, Wisconsin. 


November 9—Third Annual Southwest Regional Cancer Conference, 
Blackstone Hotel, Fort Worth, Texas. Hosts, Tarrant County 
Medical Society and Tarrant County Unit, American Cancer So- 
ciety. No registration fee. Address, Tarrant County Medical 

Society, 209 Medical Arts Building, Fort Worth 2, Texas. 
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Dr. J. L. Mothershead, Denton, has been ap- 
pointed commander of the medical unit at Denton, 
now being organized for attachment to the 154th 
Artillery Battalion, 35th Division, Kansas National 
Guard. 

* * 

Dr. D. Cramer Reed was guest speaker at a 
meeting of the Wichita Cooperative Club last 
month. He spoke on developments in cancer re- 
search. 

* * * 

Dr. L. L. Robbins and Dr. Robert Foster, of the 
Menninger Foundation, Topeka, were speakers at 
the American Home Economics Association meet- 
ings in San Francisco in July. 

* * * 

Dr. William Menninger, Topeka, was in Geneva, 
Switzerland, last month to attend a meeting of the 
mental health section of the World Health Organi- 
zation. He was named chairman of the group. 

* * * 

Dr. John L. Morgan, formerly of the Mayo Clinic, 
Rochester, Minnesota, began practice in internal 
medicine in Emporia September 2, in association 
with his brother, Dr. Philip W. Morgan, and Dr. 
E. J. Ryan. 


Danger from Fluorescent Lights 

With the growing popularity of fluorescent light- 
ing has come a new health hazard. Industrial hy- 
gienists declare that there is no danger involved in 
the use of fluorescent tubes nor in handling un- 
broken tubes. It is only when these are broken that 
danger results. 

Fluorescent tubes are coated inside with a powder 
containing beryllium. If this powder gets under the 
skin wound healing may be delayed or chronic in- 
flammation may result. Beryllium has also caused 
tumor like growths that eventually require surgery 
for removal. 

Anyone accidentally breaking a fluorescent tube 
should be advised to watch all exposed areas of the 
skin and to change to non-contaminated clothing. 
Beryllium dust entering the eyes is considered par- 
ticularly dangerous, and persons having such expe- 
rience should receive medical care immediately. 

Physicians might advise the public locally through 
the press that there is nothing hazardous about fluor- 
escent lighting but that burned out tubes should be 
disposed of with care. They should not be burned 
in an incinerator nor should children be permitted to 
play with them. 

Because of recent injuries manufacturers are ex- 
perimenting with a new phosphorous substance to 
replace beryllium, but it will probably be some time 
before the present supply of tubes has been used 
and finally discarded. 


DEATH NOTICES 


GEORGE ALBERT SPRAY, M.D. 

Dr. G. A. Spray, 68, eye, ear, nose and 
throat specialist in Wichita, died at his home 
July 21. He was graduated from the Univer- 
sity College of Medicine of Kansas City in 
1911 ‘and began practice immediately in Kan- 
sas, first in Augusta. During the past 25 years 
he had practiced in Wichita and was a mem- 
ber of the Sedgwick County Medical Society. 

* x * 


CHARLES 8. STEPHENS, M.D. 

Dr. Charles B. Stephens, 62, institutional 
physician in Kansas and Missouri, died July 
20 while visiting in Holton. A graduate of 
the Kansas City College of Medicine and 
Surgery in 1916, Dr. Stephens practiced in 
LaHarpe and Iola originally. He later was 
on the staff of the state hospitals at Osa- 
watomie and Topeka and more recently prac- 
ticed at the state hospital in Nevada, Mis- 
souri. He was a member of the Miami County 
Medical Society. 

* * 
JOHN SELBY VERMILLION, M.D. 

Dr. J. S. Vermillion, 72, an honorary mem- 
ber of the Sedgwick County Society, died 
August 9, two years after his retirement. 
After his graduation from the College of 
Physicians and Surgeons, Kansas City, in 1904, 
he practiced in Oklahoma and in Sedan, mov- 
ing to Maize in 1919. He continued to prac- 
tice there until his retirement, specializing in 


eye, ear, nose and throat work. 
* * * 


SIMON PETER STEELSMITH, M.D. 

Dr. S. P. Steelsmith, 93, a practicing physi- 
cian in Abilene for more than 64 years, died 
at his home there August 22. He was a gradu- 
ate of the Medical College of Indiana in 1881, 
and had been in practice since that time, 
although in recent years he had not been 
active. He was an honorary member of the 
Dickinson County Medical Society. 

* * 


* 
PAUL EDWARD BELKNAP, M.D. 
Dr. P. E. Belknap, 57, pediatrician, died at 
his home in Topeka August 29. He was a 


. graduate of the University of Kansas School 


of Medicine in 1918 and received his Kansas 
license the same year. He was an active mem- 
ber of the Shawnee County Medical Society. 
He took an active interest in pediatric work 
throughout the state and was a member of 
the American Academy of Pediatrics. 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Skull and Brain Injuries 

Surgical Treatment of Skull and Brain Injuries. 
By Rudolph Jaeger, Ind. Med., 18, 47-51, Feb., 1949. 

In the early management (first 24 hours) of 
head injury cases, one can almost completely dis- 
regard every aspect of the case except that of shock 
and the control of external hemorrhage. Treatment 
of shock from head injury differs not one bit from 
the treatment of any other type of shock. If in 
acute pain and conscious enough to feel it, the 
patient should be given morphine. Give fluids by 
vein and blood transfusion if there has been blood 
loss. Forget about x-rays of the skull, intravenous 
50 per cent glucose, sucrose or spinal puncture. 
Give caffein sodium benzoate, adrenalin, ephedrine 
or methedrine to raise the blood pressure. 

It would probably be a good rule never to operate 
on head injuries during the first 12 hours except on 
those patients giving the classical symptoms of 
middle meningeal artery hemorrhage. 

In the treatment of open wounds of the scalp, 
skull-and brain one guiding principle is the com- 
plete eradication of all devitalized tissue and the 
removal of all imbedded foreign material so far as is 
possible. 

The history of subdural hematoma makes the 
diagnosis. This is commonly that of a rather hard 
blow to the head, but usually not one of sufficient 
force to cause a disturbance of consciousness. There 
is immediate headache which subsides. After sev- 
eral weeks, headache continues and gradually in- 
creases in severity. No objective signs will appear 
at this time. Later patient becomes somnolent, stup- 
orous, and very suddenly goes into coma. Small 
trephine openings over the outer convexities of 
the cerebral hemispheres and evacuation of the clots 
by irrigation is the only treatment. 

Middle meningeal artery hemorrhage is ex- 
tremely rare. The gradual stripping of the dura 
from the skull breaks away additional vessels. In- 
tracranial pressure then becomes so great that the 
patient develops a hemiplegia which is noted in 
its earliest stage as a weakness in the corner of the 
mouth and clumsiness of the hand movements. Any 
patient who has had a lucid interval following a 
head injury and develops the symptoms above must 
be operated on immediately. The clot is evacuated 
and the bleeding vessels controlled either by turn- 
ing down a small flap in the temporal region or 
rongeuring out a hole in the skull about two inches 
in diameter. Bleeding points are coagulated. 

Subcortical hematoma is most often indicated 
by increase in the intracranial pressure as shown 
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by choked discs, headache, vomiting, and hemi- 
paresis if the collection is near the motor area, 
Treatment is turning down a bone flap and evacua- 
tion of the clot. 


Fractures through the sinuses, ears or mastoids 
are compound fractures. When cerebrospinal fluid 
escapes air replaces it and x-ray pictures may reveal 
the contrast. Infection may usually be prevented by 
use of antibiotics. Any cerebrospinal leak which 
has existed more than one month should have a 
craniotomy, the brain lifted and the laceration 
repaired. 

The head injury patient with delirium rarely 
needs surgical therapy. Blood clots, abscess, or in- 
jection invariably make the patient somnolent and 
quiet. Sedation and restraints are the treatment. 

Post-traumatic headache is usually due to bruising 
of the scalp or periosteum of the skull, but if it is 
persistent and widespread over the cranium, one 
must suspect subdural hematoma. In many cases 
close investigation will reveal that the patient had 
had headaches before his injury and the injury had 
nothing to do with his discomfort. 


So called post-concussion shock or psychoneurosis 
which continues for months and years in a person 
who had no evidence of actual brain damage is us- 
ually litigation malingering —F.W.F. 


Southwestern Medical and Cancer Conference 


A joint meeting of the Southwestern Medical 
Conference and New Mexico Division of the Amer- 
ican Cancer Society will be held at the Hilton Hotel, 
Albuquerque, New Mexico, November 9-12. Eleven 
nationally known speakers will present a scientific 
program, and there will also be exhibits, scientific 
movies, and entertainment. Reservations should be 


' made to Dr. A. H. Follingstad, care of the Chamber 


of Commerce, Albuquerque. 


CLASSIFIED ADVERTISEMENTS 


WANTED: Young surgeon to work with three man group 
in midwest. Surgical Board Members, doing large volume— 
excellent experience and instruction. Good salary, depending 
on qualifications. Write the Journal 10-49. 


WANTED—Young Gentile graduate of Class A medical 
institution to serve as resident physician in 150-bed sanato- 
rium for nervous and mental disorders. Training in psychi- 
atry preferred but not essential. Excellent salary. If inter- 
ested in employment under excellent conditions, near a 
thriving Southern city, write qualifications and date of 
availability to Dr. Orin R. Yost, Edgewood Sanatorium, 
Box 539, Orangeburg, S. C. 


FOR SALE—RCA cartridge loading wire recorder, foot 
switch and two cartridges included. Retail value approxi- 
mately $200.00. 1948 model, as good as new, has had 
little use. Will sell for $125.00. Write the Journal 13-49. 
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Schedule of Postgraduate Courses 
at the . 

University of Kansas School of Medicine 
1949-50 


For Medical Profession 


Sept. 19-21 APPLIED BASIC SCIENCES (THE 
PHYSIOLOGICAL APPROACH TO 
THE PRACTICE OF acer 
Nov. 7-9 OBSTETRICS AND GYNECOLOGY 
Nec. 12-14 THERAPEOTICS. 
Jan. 16-18 RADIOLOGY 
13-15 PEDIATRICS. 
Feb. 27-Mar.1 SURGERY, INCLUDING UROLOGY. 
Mar. 20-23 INTERNAL MEDICINE, PSYCHIA- 
AND _DERMATOLOGY. 
Mar. 27-29 PUBLIC HEALT 
Apr. 10-12 SURGERY, INCLUD- 
F RES AND INDUS- 
TRIAL SURGERY 
Apr. 17-21 OPHTHALMOLOGY AND OTO.- 
LARYNGOLOGY. 
Apr. 24-26 PSYCHOSOMATIC MEDICINE. 


Continuation Type Courses 
Jan. 12-Mar. 16 DISEASES OF THE HEART AND 
CIRCULATION. 
(All-Day Program on Thursdays—10 weeks) 
Mar. 23-Apr. 27 FLUOR- 


OSCOPY. 
(All-Day Program on Thursdays—6 weeks) 


For Allied Groups 

Jan. 23-25 LABORATORY TECHNICIANS. 

May 15-17 NURSING EDUCATION. 

NOTE: For the medical profession, an additional course 
in Pediatrics, emphasizing the care of premature in- 
fants, is under consideration for some date late in the 
spring, probably to be offered on the circuit plan in 
several centers throughout the state. Also it is planned 
to offer a course of three to five days duration in 
Hospital Administration. Watch for later announce- 
ment of the definite dates. 


THE BROWN SCHOOL. 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, MLD., F.A.P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 
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| Schedule of Postgraduate Courses 


at the . 
University of Kansas School of Medicine 


1949-50 


For Medical Profession 


Sept. 19-21 APPLIED BASIC SCIENCES (THE 
PHYSIOLOGICAL APPROACH TO 
THE PRACTICE OF MEDICINE. 

Nov. 7-9 OBSTETRICS AND GYNECOLOGY. 

Nec, 12-14 THERAPEOTICS. 

Jan. 16-18 RADIOLOGY 

seb. 13-15 PEDIATRICS. 

Feb. 27-Mar.1 SURGERY, INCLUDING UROLOGY. 

Mar. 20-23 INTERNAL MEDICINE, PSYCHIA- 
TRY AND DERMATOLOGY. 

Mar. 27-29 PUBLIC HEALTH 

Apr. 10-12 ORTHOPEDIC SURGERY, INCLUD- 
ING FRACTURES AND INDUS- 
TRIAL SURGERY 

Apr. 17-21 OPHTHALMOLOGY AND OTO- 

Apr. 24-26 PSYCHOSOMATIC MEDICINE. 


Continuation Type Courses 
Jan. 12-Mar. 16 DISEASES OF THE HEART AND 
CIRCULATION 
(All-Day Program on Thursdays—10 weeks) 
Mar. 23-Apr. 27 FLUOR- 


(All-Day Program on Thursdays—6 weeks) 


For Allied Groups 
Jan, 23-25 LABORATORY TECHNICIANS. 
May 15-17 NURSING EDUCATION 


NOTE: For the medical profession, an additional course 
in Pediatrics, emphasizing the care of premature in- 
fants, is under consideration for some date late in the 
spring, probably to be offered on the circuit plan in 
several centers throughout the state. Also it is planned 
to offer a course of three to five days duration in 
Hospital Administration. Watch for later announce- 


ment of the definite dates. : | 


THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M.D., F.A-P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 
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ENTIRE SECOND FLOOR 
1121 GRAND AVE. 
KANSAS CITY, MO. 


‘VICTOR 2350 
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.»»Nasal Engorgement Reduced 
+. Soreness, Congestion Relieved 
Aeration Promoted 
.»-Drainage Encouraged 


with 


HYDROCHLORIDE 


Brand of 
Phenylephrine Hydrochloride 


When Neo-Synephrine comes in contact with the 
swollen, irritated mucous membrane of the nose, the patien 
soon experiences relief. ; 


This powerful vasoconstrictor acts quickly to shrink engorged mucous 
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Stormont Medical Library, 
State House, 
Topeka, Kansas 


DEXTRI-MALTOSE 


Boil gen 
for three 
minut 


..- FOR 38 YEARS COW’S MILK-DEXTRI-MALTOSE FORMULAS 
HAVE BEEN EMPLOYED BY PHYSICIANS TO MEET THE VARY- 
ING NUTRITIONAL REQUIREMENTS OF SICK AND WELL IN- 
FANTS. MEAD JOHNSON & CO., EVANSVILLE 21, IND., U.S.A. 


| 7 
: 
WITH EVAPORATED MILK _ 
Boil water evaporated 
OR 
| WITH WHOLE MILK 
whole milk boiling and stir 


